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CHAPTER - I 
INTRODUCTION 
1.1 Social Welfare 
The concept of social welfare has undergone a 
tremendous change over a considerable period of time and has 
come to cover the total grant of social and economic 
developmental activities and has no longer restricted its 
scope and extent for providing succour to some specific 
segments of society. The concept of social welfare is 
dynamic. The social welfare activities are therefore 
integrated into our developmental thinking and now covers 
the whole spectrum of services and institutions which are 
engaged and involved in the provision of services for the 
total upliftment of the community and for the welfare of the 
society. As a matter of fact, social welfare constitutes an 
integral component of all national developmental programmes 
envisaged in the Directive principles of state policy 
enshrined in the constitution with a view to provide a 
welfare state. 
Definition : 
Looking into the idea behind social welfare measures it 
seems necessary to define the concept of social welfare : 
i) According to the Dictionary of Social Science 'on the 
utilization point of view, individual welfare, is in 
principle measuraJale and social welfare is sitt5)ly the 
sum of the welfare of all individuals'. 
ii) According to K.S. Shukla-^ , * Social welfare refers to 
those services which are designed for those weaker and 
vulnerable sections of community who due to some 
handicap-social, economic, physical, mental etc., are 
unable to make use of these services'. 
The operational part of this definition can be seen as 
the services relating to children, youth, women, aged and 
inferm, handicapped persons, scheduled castes, and scheduled 
tribes, community welfare services, social defence, social 
welfare measures and social welfare services for other 
weaker sections of the society. 
ill) According to M.N. Zald^, 'Social welfae institutions 
are the patterned collection of position and 
organisation whose primary manifest purpose is to 
restore and/or maintain members of the community at a 
minimum level of personal and social functioning' . 
1. Shukla, K.S. 'Social Welfare Administration in India' 
Employment News, New Delhi, 20 April, 1991 
2. Zald, M.N. "Social Welfare Institution, New York 
Willey Press, 1965, Introduction, p. 3. 
In view of the prevailing social welfare services in 
India, the definition of Shankar Pathak-^ , is more sueful, 
"Social welfare may be defined as the organised provision of 
resources and services by the society to deal with the 
social problems. These services may be provided by the state 
or voluntary organisations with a view to ameliorating the 
conditions of the people affected by the problems as well as 
to protect others who are likely to be affected in the 
future'. 
In the light of above definitions, it can be argued 
that the social welfare refers to the helping of individuals 
or groups who, for one reason or another, are needy; that 
is, those who are unable to attain a defined minimum level 
of functioning by their own efforts or the efforts of their 
family or friends. *In a nutshell, social welfare can be 
said to be the exploitation of organised resources and 
measures,for the benefit of weaker sections of the society'. 
Social Welfare in India 
India in the 20th century has been actually passing 
through a period of transition from social reforms to social 
welfare. The dawn of independence in 1947 witnessed the 
beginning of an era of intensive developmental activities in 
Pathak Shankar, Social Welfare, Health and Family 
Planning in India, Marwah Publication, New Delhi, 1978. 
India. The idea of welfare state is fully defined in Art. 41 
of the constitution of India, which promulgates : ^The state 
shall within the limits of its economic capacity, strive to 
promote the welfare by securing and protecting as 
effectively as possible a social order in which there will 
be justice-social, economic and political' . It gives special 
protection to children, youth, women etc., and includes 
provision for securing human conditions of work, maternity 
relief and special care of weaker sections of the society. 
In pursuance of the constitutional imperatives, with a 
view to providing opportunities of development to 
countryside, a scheme of community development was launched 
in 1952. This was followed by another scheme of Welfare 
Extension projects sponsored by the Central Social Welfare 
Board (NSWB) through which welfare services were provided to 
women and children in rural areas by non-official 
committees. 
One of the most significant trends in social welfare 
during the past forty years has been the promotion of the 
the well-being of the weaker sections of the community. This 
can be understood from the increasing allocations for social 
services in the successive five year plans. The provision 
made for social services was Rs. 53 crores about 14% of the 
total outlay, Rs. 850 crores 18% of the total out lay and 
about Rs. 1,300 crores 19%, of total outley for in 1st, 2nd 
and 3rd five year plans respectively. Similarly the 
provision made for social welfare in the three 5 year plans 
was Rs. 5 crores, 1% of the total outlay for social 
services, Rs. 19 crores (2.2%) and Rs. 31 crores (2.3%) 
respectively. The amount for social services kept on 
increasing and reached Rs, 2,052.62 crores for 1989-90 
only, this however does not include the provisions made by 
the state governments outside the plan for development of 
social welfare activities in their respective regions. 
1.2 Child Welfare 
The concept of child welfare has changed with the 
changing concept of social work. Helpless and destitute 
children have been the object of religious charity from 
ancient times. But the regcognition of the fact that all the 
children are in need of help including the destitutes is a 
recent, phonemonon. In this age the term 'Child welfare' has 
assumed a broader meaning. It is not only concerned with the 
case of the maladjusted and delinquents, but incorporates 
the social, economic and health services of public and 
private agencies, which secure and protect the well being of 
all children in their physical, intellectual and emotional 
development.'* 
4. Madan, G.R. Indian Social problems, vol2, p.93. 
Conceptually, child-welfare refers to the well-being of 
the child. It includes all services needed to ensure the 
physical, intellectual, emotional and social needs of the 
child. It should include all the measures economic, 
educational, social and health intended to give to each 
individual an equality of opportunity for growth and 
development. 
Importance of Child Welfare 
The child welfare is important for the child himself, 
for the family and for the society, it is important for 
child himself in the sense that he will be able to perform 
his duties well when he has a good physique, a good mind and 
a good personality. His welfare is good for the family as he 
is part of the family. His betterment is also the 
betterment of society as he is future leader of the society. 
The child in this sense is the most important element of the 
society. As Milton has rightly said^, ^Child shows man, as 
morning shows the day' . The childhood is the best period 
for physical, mental and spriritual development of one's 
personality. Child is the potential force for the nation. He 
is the future and should be developed on the right lines. He 
is the present as well as the future. The child is the 
father of the man. Thus the importance of child welfare 
5. Ibid, p. 94. 
hardly needs much emphasis. Various Children Acts do provide 
for the custody, protection, treatment and rehabilitation of 
neglected and destitute children. However it may be stated 
that any piece of legislation passed to protect the welfare 
of children, though good in itself, was not made effective 
through proper implementation. The legislation was also not 
comprehensive and differed from state to state. All these 
defects were to be removed to put the child welfare movement 
on a sound footing. 
Work Done in Post Independence Period 
^Somehow the fact that ultimately everything depends on 
the human factor gets rather lost in our thinking of plans 
and schemes of national development in terms of factories 
and machinery and general scheme. It is all very important 
and we must have them, but ultimately, of course it is the 
human being that counts and if the human being counts, well, 
he counts much more as a child than as a grown-up'^. 
-- Sri Jawaharlal Nehru 
The above quotation is cited not merely to underline 
the importance of the child in the scheme of things, for it 
is universally accepted but to indicate that the Indian 
leadership is not unware of the place of the child in 
national life. 
6. Deshmukh Durgabai, Social Welfare in India, Planning 
commission, Govt, of India, 1959, p. 31. 
Constitutional Provisions 
Indian independence, as in many other fields, ushered 
in a new era in the field of child welfare. The constitution 
of the Republic of India provideds :-
Part III (Fundamental Rights) : Art. 15(3) - Nothing in 
this Article shall prevent the state from making any special 
provision for women and children. 
Art. 24 - No child below the age of fourtheen years 
shall be employed to work in any factory or mine or engaged 
in any other hazardous employment. 
Directive 30(F) : That children and youth are protected 
against exploitation and against moral and material 
abondonment. 
Child in India 
India has around 127 million children who are below the 
age of six years. A majority of them are raised in families 
living in extreme conditions of proverty. Consequently, on 
important indicators of social development, India still 
ranks low. Infant mortality rate, one of the crucial 
indicators of child survival continues to be as high as 91 
(1989) , 30 per cent new-boms are low birth weight babies, 
and about two fifth of deaths occur in the age group 0.6 
7 years. 
Due to the interlocking problems of the grinding 
poverty of families, children grow in uncongenial 
environment characterized by non-availability of civic 
amenities, health care and lack of access to cognitive 
stimulation, skills and knowledge. These remain as the major 
unmet needs of children in India. Several intervention 
programmes and services therefore, have emerged during the 
last few decades, in order to safeguard survival and 
development of disadvantaged children, both in the 
Government and voluntary sectors. 
Evolution of Child Care Services 
Independence ushered in a new era in the field of child 
welfare/development. It is marked with events which are a 
testimony to the commitment we have towards our children. 
Adequate provisions were made for the care and protection of 
children in the Constitution. In order to meet these 
obligations, welfare services have been provided at the 
national level as an integral part of the country's 
development plans. The first three Five Year Plans placed 
the major responsibility of child-welfare services on 
voluntary organisations. The Central Social Welfare Board 
7. NIPCCD: National Evaluation of Integrated Child 
Development Services, New Delhi, 1992, p. 1. 
10 
(CSWB) was set up as early as 1953 to promote child 
weIfare/development programmes by providing assistance to 
voluntary organisations. Beside this, the then Department of 
Social Welfare initiated several programmes which provided 
health, nutrition and education interventions for child 
welfare and development. 
The experience of implementing various programmes 
sector-wise, however, indicated that the impact of these on 
children remained at best marginal. The isolated and 
fragmented services failed in providing solutions to the 
problems of children. As pointed out by Pandit Jawahar Lai 
Nehru, the then Prime Minister of India '.... individual 
acts and services performed here and there .... never solve 
great and stupendous problems on a country-wide scale' . 
A high powered committee under the chairmanship of Sh. 
Ganga Sharan Sinha recommended at that juncture that a 
comprehensive national policy for child welfare was 
necessary to take an integrated view of different needs of 
children and assign priorities. As a result of this, the 
National Polcity for Children was evolved and adopted in 
1974. It describes the country's children as a supermely 
important asset and enjoins on the State the resposibility 
of their nurture and solicitude. In order to provide focus 
and ensure continuous planning, monitoring and cooridnation 
11 
of child welfare services the National Children Board was 
constituted in December 1974. Subsequent years withnessed 
more coordinated efforts and the concept of integrated 
approach to child welfare was evolved. It advocated a 
holistic approach in providing services to children by 
integrating inputs of health, nutrition, pre-school 
education and parent education in one programme, focussing 
on the family as a unit. 
Eight inter-ministerial study teams were constitued by 
the Planning Commission to review a scheme of integrated 
child care services. The steering group set up by the 
Planning Commission for formulation of the Fifth Five Year 
Plan also recommended the adoption of the integrated 
approach. The concept was translated into a programme called 
Integrated Child Development Services (ICDS) and was 
included in the Fifth Plan under social welfare sector 
giving a definite focus to the services for the young child. 
Integrated Child Development Services 
ICDS is the most comprehensive scheme of the Government 
of India for early childhood care and development. It aims 
at enhancing survival and development of children from the 
vulnerable sections of the society. Launched in 1975 with 33 
projects on an experimental basis, ICDS has expanded 
considerably in subsequent years and at present covers 2,594 
12 
projects in about 45 per cent of the community development 
blocks of the country (Fig. 1.1), comprising 1,656 rural, 
711 tribal and 227 urban projects (Fig. 1.2). 
Under ICDS, a package of services, including supplementary 
nutrition, immunizations, healt check-up and referral 
services is provided to children below six years of age and 
expectant and nursing mothers. Non-formal pre-school 
education is imparted to children in the age group 3-6 years 
and nutrition and healt education to women 15-45 years old 
(Fig. 1.3). 
Objectives 
The specific objectives of ICDS are : 
i) to improve the nutritional and health status of 
children in the age group 0-6 years, 
ii) to lay the foundation for proper psychological, 
physical and social development of the child, 
ill) to reduced the incidence of mortality, morbidity, 
malnutrition and school dropout, 
iv) to achieve effective coordination at the policy and 
implementation levels amongst the various departments 
to promote child development, and 
v) to enhance the capability of the mother to look after 
normal health and nutritional needs of the child 
through proper nutrition and health education. 
13 
Cll 
O 
O 
O 
O 
O 
O 
o 
o 
o 
o 
ro 
en 
o 
o 
o 
o 
o 
01 1 1 1 1 1 
-
\ 
OD - \ 
(0 u \ 
01 
o 
- \ 
5 - \ ^ 
0) 
ts3 \ v 
CD Q] 
\ 
01 
at 
>— V 
01 \ 
01 
v4 i— \ 
03 
01 \ 
01 
<0 I 
(0 
o 
-^ \ , , 
CO 
\3 
z 
o 
p 
0 
CD 
00 
3 
O 
Q. 
m 
s i §1 
^ o 
oi -n 
I 
<o O 
<D P 
IN3 CO 
3D 
O 
m 
o 
CO 
14 
31 
• 
o! 
P 
I 
o 
P 
O 
o 
1 
i o — 
3 
o 
8> 
CO 
•D 
O -
clCO 
mm 
3ai 
> 
I 
o 
15 
•n 
0) 
(0 
m 
< 
o 
m 
en 
c 
z 
o 
m 
o 
o 
(/) 
16 
The Philosophy and Approach : 
The concept of providing a package of services is 
based primarily on the consideration that the overall impact 
would be much greater if different services are delivered in 
an integrated manner, as the efficacy of a particular 
service depends upon the support it receives from the 
related services. For example, the provision of 
supplementary nutrition is unlikely to improve the health of 
the child, if the child continues to be exposed to 
diarrhoea, infections or unprotected drikining water, ICDS 
therefore, takes a holistic view of the development of the 
child and attempts to improve both his pre-natal and post-
natal environment. Accordingly, besides children in their 
formative years (0-6 years), women between 15-45 years are 
also covered by the programme, as these are child-bearing 
years in the life of a woman and her nutritional and health 
status has a bearing on the development of the child. 
ICDS is thus a unique programme, encompassing the main 
components of human resource development, namely-health, 
nutrition and education. It is perhaps the only country-wide 
programme in the world functioning on a large scale, 
requiring multi-sectoral operations and intersectoral 
linkages for its implementation. Efforts are also made for 
the convergence of related schemes/programmes in ICDS 
17 
project areas such as Safe Drinking Water Supply, Functional 
Literacy for Adult Women and Mobile Food and Nutrition 
Extension Unit (MEU). 
While selecting projects, priority is given to areas 
predominantly inhabited by backward tribes/Scheduled Castes, 
drought prone areas and urban slums. Each project aims at 
total coverage of a compact area with a population of about 
100,000 each in rural and urban areas and around 35,000 in 
tribal areas. ICDS serves the target group through a network 
of anganwadis (AWs). The anganwadi (literally meaning a 
courtyard play centre) is the focal point for delivery of 
services at the community level. 
Implementation of ICDS Progr-ammo 
ICDS is implemented through the State Governments with 
hundred per cent financial assistance from the Central 
Governement of inputs other than supplementary nutrition. 
The expenditure or the feeding programme is met by the State 
Government from their own funds under the Minimum Needs 
Programme. Over the years, there has been substantial 
increase in the funds allocated for ICDS scheme in the 
central budget which have increased from Rs. 337.6 million 
in 1983-84 to Rs. 2,435 million in 1991-92 (Fig. 1.4). 
The administrative set up of ICDS is well conceived and 
is uniform through out the country (Fig. 1.5). However, 
18 
operational flexibility is accorded to the States in the 
implementation of the programme resulting in variation in 
its origanisational pattern. There are variations in the 
administrative pattern at the district and project levels in 
different States. 
To implement ICDS programme, the Department of Women 
and Child Development works in close collaboration with 
other technical departments, ministries and interantional 
organisations. It utilizes all the existing resources and 
services provided at the State, block and district levels, 
and has close funtional linkages with many allied schemes of 
the Government of India and State Government/Uts 
Adminstration. 
The project team of ICDS functionaries comprises of a 
CDPO, 3-5 Supervisors and one AWW for each AW, to provide 
apackage of identified integrated services to the same set 
of beneficiaries simultaneously to have the desired impact. 
For the delivery of health component, ICDS project staff is 
supported by the staff of PHC, i.e. Medical Officer (MO), 
Health Assistance (HAs), Multipurpose Health Workers (MPWs), 
etc. 
An Anganwadi Worker is normally a woman from the local 
community. She is an honorary worker incharge of an 
anganwadi and gets an honorarium of Rs. 400-450 per month. 
19 
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FIG. 1.5 ORGANISATIONAL SET-UP OF ICDS 
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She is assisted by an Anganwadi Helper in organising 
supplementary nutrition feeding and non-formal pre-school 
education activities. The helper is also a local village 
woman and is paid an honorarium of Rs. 200 per month. A 
Supervisor provides guidance and support to AWWs, in 
carrying out different services of the scheme. She has 20-25 
anganwadis under her charge in each rural and urban project 
and about 17 AWs in each tribal project. A CDPO is the 
administrative head and incharge of the project. He/She is 
reponsible for management and delivery of services, and has 
to arrange procurement of material and quipment from the 
State Government and supply it to AWs. The information 
related to work reporting is complied by CDPO for further 
submission to the State and the Centre. 
Welfare Schemes in J*THII»I and Kashmir 
The state of Jaramu and Kashmir, largely a mountainous 
state has also undertaken serval welfare schemes since 
1960s,with a view to ameliorate the conditions of its people 
who are economically backward, mainly depending upon small-
scale agricultrue. Various welfare schemes were taken up 
under the auspices of State Scocial Advisory Board. Women 
and Children were the targetted groups of these welafare 
measures. However most of these state sponsored welfare 
interventions could not make any subtantial impact on the 
22 
beneficiaries thereof. Subseqently, integrated child 
Development Services (ICDS) Scheme was also introduced in 
the state in mid-seventies and the Kangan ICDS project, the 
first one is state of J and K and of the 33 experimental 
projects launched by Govenment of India across the country, 
started functioning in 1975. Thereafter, around 70 ICDS 
projects have been launched in the state till date and total 
number of Anganwadi centres is 2334 with a coverage of about 
90,000 children (1994-95)^. The number of projects in 
Kashmir division in 32. Five of these ICDS projects are 
currently functioning in the Northern-most district of 
India, i.e, District Kapwara (Kashmir). 
ICDS Projects in District Kupwara 
Out of the 5 projects in district Kupwara, namely, 
Langet Project, Rajwar ICDS Project, Tangdar ICDS project, 
Kralpora ICDS project and Sogam Project, the present study 
entitled, 'The Children of the Valley and Welfare Schemes, A 
Study of Kupwara District' is largely concerned with the 
analysis and evaluation of ICDS programme and its impact on 
the children of the valley with special reference to 
District Kupwara. Sogam project has been selected as sample 
with a view to bring out and assess the implementation of 
8. Department of Social Welfare, Government of Jammu & 
Kashmir, Srinagar, 1995 (Unpublished Report). 
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ICDS in Kuprara and the impact of ICDS on the targetted 
beneficiaries. The thrust of the Study will be on the 
evaluation of the implementation of ICDS, utilization of 
services and the impact of these services on the 
beeficiaries. The above guidelines have been fully 
encompassed in the objectives of the study which are as here 
under : 
Objectives of the study : 
The main objectives of the study are: 
1. To explore what type of welfare schemes are available 
to the children of the valley. 
2. To know whether the integrated Child Development 
Servies (ICDS) Scheme has been made available to 
District Kupwara. 
3. To know and explore the level of participation of the 
people in these schemes. 
4. To find out and explore the cooperation of the people 
to the officials of the welfare schemes. 
5. To discover and assess the attitude and perception of 
the people towards these schemes. 
6. To find out and assess the achievements of the 
welfare schemes made available in this area. 
7. To findout and assess the total number of population 
covered under the scheme. 
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8. To explore and assess the acutual benefit coming to the 
targetted groups. 
9. To find out and discover the problems faced in the 
implementation of these scheme. 
10. To explore the shortcoming of these schemes and suggest 
remedial measures. 
It is hoped that the present study will methodically 
and clearly bring out the role ICDS has played in the 
upliftment of the children of the valley in general and 
those of District Kupwara in particular. The following 
analysis and evaluation will, thereby, hopefully serve as a 
feeback to the ongoing ICDS programme in the valley of 
Kashmir. 
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1.3 REVIEW OF LITERATURE 
Since its inception, the lODS prograrnme has generated 
interest among academicians, planners, administrators and 
those responsible for its implementation. Consequently, a 
large number of research studies have been conducted to 
evaluate and assess the impact of the programme on the 
beneficiaries. 
V Q 
The programme Efeluation Organisation (PEO) of the 
planning Commission conducted a baseline survey of ICDS in 
1976 and a repeat survey during 1977-78. Subsequent 
expansion of ICDS was based on these evaluations. Another 
significant study taking an overall perspective of ICDS was 
carried out by Krishnamurthy and Nadkarni in 1983 for 
UNICEF-'-^ . It studied the outreach of the programme in 16 
ICDS projects spreas over 8 states and one UT. The findings 
were based on observation, secondary data and interviews of 
the beneficiaries/mothers of children below six years. It 
reported positive attributes of the scheme such as 
substantial enrolement of the scheduled castes and the 
scheduled Tribes children as beneficiaries. 
9. Planning Commission, Evaluation Report on ICDS projects 
(1976-78). New Delhi India, Programme Evaluation 
organization, 1982. 
10. Krishnamurthy, K.G. and Nadkarni, M.V. Integrated child 
development services : An assessment. New Delhi UNICEF, 
1983. 
2b 
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NIPCCD also carried out a ^pilot study-'--^  in 13 ICDS 
blocks spread over 6 states and one Ut during 1985-86 to 
develop a system for monitoring social components, namely, 
pre-school education, nutrition and health education and 
commnuity participation. While the main objectives of the 
study were to identify the key indicators for monitoring 
social components, it also provided suseful insights into 
the implementation of ICDS Scheme. It studied the perception 
and views of beneficiaries from 195 AWs and 8,076 house-
holds regardig the programme. The findings provided 
comprehensive, empirial information of the efficacy of the 
delivery of services and the extent to which the objectives 
of scheme were being achieved. The long term benefits of the 
scheme were also ascertained on selected outcome indicators. 
Some of the health aspects of the programme have 
recently been investigated by ^Nutrition Foundation of 
India'•^ '^  (NFI) . The study acclaimed its contribution towards 
preventive and promotive aspects and recommonded expansion 
of ICDS as a powerful ally to the existing health system. 
NIPCCD also carried out a national evaluation of ICDS to 
ascertain the impact of the scheme on children and women: 
11. Sharma, Adarsh, Monitoring social components of ICDS : 
A pilot project, New Delhi, NIPCCD, 1987. 
12. NET, Integrated child Development Services (ICDS): A 
study of some of aspects of the system. New Delhi. 
Nutrition Foundation of India 1988. 
it 
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idendtify problems and bottenecks in the implementation of 
the programme; and evolve strantegies for further 
improvement in the programme. The institute carried out 
evaluation study during the year 1990-92 in 100 ICDS 
projects spread over 98 districts in 25 states and one UT-^ -". 
The findings indicated prositive impact of health, 
nutrition and pre-school education services on children and 
women. The findings also indicated a need to upgrade the 
physical nfrastructural facilities of AWs. A separate 
storage space for ration, if made available, can augment the 
availability of space for other activities. 
The staff position & training status of functionaries 
was found to be quite satisfactory and analysis of 
qualifications of AWWs indicated that more and more educated 
women are joining this cadre. More than 50% workers were 
matriculate in the study. It was felt in the study that 
irregular supply of food, equipment material and medicine 
kits is a major problem in implementation of lODS. Little 
community participation was also a setback to the programme. 
In addition to the above large scale studies several 
micro-level researches, surveys, post graduate and doctoral 
disserations have attempted to study the implementation of 
the programme and evaluate its impact on the beneficiaries. 
13. NIPCCD National Evaluation of Integrated child 
Development services, New Delhi 1992. 
2 / 
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Available research indicates lack of inter-departmental 
coordination, and reports that various committees in most 
projects are not functioning to the desired level. Even when 
the committees meet, the problems faced by ICDS 
functionaries are rarely discussed (Panda, 1990; Satia 
Murthy, 1989; Krishnamurthy, 1983)'^ '*. 
The need to improve functional links among ICDS 
functionaries and between lODS and health staff has been 
stressed by several micro-level studies (Ray, 1989, Murthy, 
1989; Planning Commission 1982)'^^. The researches available 
support the fact that ICDS programme has considerably 
improved its capacity to reach children inthe vulenrable age 
group. Similarly, a large number of expectant mothers also 
availed themselves of the ervices (Krishnamurthy, 1983). 
14. a) Panda, P et al, ICDS in tribal Orissa; A case 
study Sambalpur, Sambalpur University, Dept. of 
Anthorpoly and Sociology, 1988. 
b) Murthy, L.S.N. and Mathur, Sunita Project 
Mangement, A study of ICDS projects. New Delhi, 
NIPCCD, 1984. 
c) Satia, Asha. A study of the Organization and 
Administration of ICDS in Hariyana. Haryana. 
Agricultural University, IC College of Home 
Science, Dept. of Development. 
15. a) Ray Rita-Time Allocation Study of the work of AWWs 
in centrally sponsored ICDS Projects in the State 
of Orrisa, Utkal University, Dept. of Sociology, 
1989. 
b) Planning Commission Evaluation Report on ICDS 
Project (1976-78) New Delhi, India, PEO. 1982. 
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However Ketkar, (1982)^^ reported that the percentage of 
beneficiaries receiving services was small. This was 
attributed to the shortage of AWWs, low literacy-rate and 
lack of interest among community people. It was also 
observed that though anganwadis were functioning 
satisfactorily, beneficiaries had a low awareness of the 
scheme (Shairma, 1986 a)-^^. 
It was observed that most of the anganwadis were 
located in areas easily accessible to the beneficiaries but 
the surroundings were unhygenic (Sharma, 1986) . Some-
Anganwadis did not have separate kitchen and the roofs of 
1 ft 
most of them leaked during rainy season (Nair) . There was 
a perceptible problem in appointing the grass-root-level 
workers in rural areas due to inadequate transpotation, long 
distances and social constraints. (Krishnamurthy, 1983). 
The coverage of children under supplementary Nutrition 
programme had increased and the beneficiaries were satisfied 
with the variety and quantity of food (Krishnamurthy, 1983). 
16. Ketkar, Mukund. A servey of an ICDS Block. Proceddings 
of XIII National Congerence of lAPSM held at KG Medical 
College, Lucknow, January, 1983. 
17. Shama, Mridula, et al Idepth study on Community 
participation in Kanjhawala ICDS Block. A Report New 
Delhi, NIPCCD, 1986. 
18. Nair, N. and Bansal, RD. Evaluation of ICDS, 
Pondicharry. Jawaharlal Institute of Post Graduate 
Medical Education and Research, Dept. of Preventive and 
Social Medicine. 
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Though the percentage of tnalnurished children was not very-
high, no efforts were made by the doctors to develop special 
diets for tnalnurished children (Nair) . 
In ICDS blocks health services were not delivered 
effectively. It was observed that out of all services 
available only immunization received adequate attention 
(Nair) Though the immunization coverage was 50 percent there 
was high dropout rate in vaccinatins administered in a 
series (Krishnamurthy, 1983) . This may be attributed to the 
lack of training and orientation to ICDS. AWWs were 
maintaining health and antenatal cards only for those 
expectant mothers whoe were registered for suppliementary 
nutrition. There was also a lack of coordination between the 
health staff and AWWs (Nair) . It was also reported that the 
visits of the medical cand paramedical staff were irregular 
as most of the time they were busy in family planning and 
other campaigns (Krishnamurthy, 1983). 
As a reuslt the childhood morbidity was high specially 
in rural areas. The various diseases leading to morbidity in 
children were, URI, diarrhoea, fever, Kwashiorkor, marasmus 
and respiratory diseases (Kubde, 1985) •'•^. 
19. Kubde, SS and Ingole, DD. Evaluation of health services 
for pr-school children, pregnant & Lactating mothers in 
Nagpur, Medical College Najpur, Dept. of Preventive & 
Social Medicine, 1985. 
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The findings of the study conducted by Sharma (1986) 
corroborated the fact that the enrolment of 3-6 years old 
children had improved due to implementation of ICDS. But it 
was observed that children were not staying in the Anganwadi 
for full duration; a majority of them were coming only to 
collect food. While imparting education, there was more 
emphasis on formal teaching than play and other activities. 
From the research work it seems that Health and 
Nurtrition Education activities were rarely conductd in a 
group. Referral services were not satisfactory. In some of 
the blocks, beneficiaries were not aware of referral 
services (Krishnamurthy, 1983) . 
The studies on commnuity participation reveal that 
community participation had not received due emphasis in 
ICDS programme (Nair) . There was a tremendous scope for 
enhancing community participation to make the programme 
successful (Sharma, 1986) . It was observed that 
participation was minimal . Even AWWs lacked skill in 
involving the community and utilizing the community 
resources (Sharma, 1986, Krishnamurthy, 1983). 
The main problems facd by AWWs in carrying out ICDS 
activities were procurement of Kerosine oil and food 
articles; distribution of food at Anganwadis, space for 
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cooking etc. (Gupta, 1978)^°. They also found it difficlt to 
get the health check-up of children done because they have 
to carry the children to PHC at their own risk. Medical 
Officer/LHVs did not visit the anganwadis regularly (Gupta 
K.B. 1977) ^•'•. It was found that majority of beneficiaries 
22 
were not aware of tetanus vaccination (Rama)''''. 
In sum, ICDS had been successful in reaching the poorer 
groups in isolated as well as urban areas. The effectiveness 
and efficiency of the programme has to be evaluated in terms 
of degree and cost effectiveness in achieving the 
objectives. Krishnamurthy (1983) reported that despite a 
wider range of services and large coverage ICDS was less 
expensive compared to othr child welfare programmes. Using 
1982 estimates, the estimated operating cost for 1000 ICDS 
projects was 0.66 percentage of G.D.P. of India. Thus there 
is a scope both to extend the coverage of the scheme, as 
well as to allocate more resources to the existing projects. 
20. Gupta J. P. et al. integrated Child development 
Services : A study of its health components in a Delhi 
Anganwadi. 
21. Gupta, K.B. Walia ENS, Utilization of Health facilities 
by Rural children. Medical College, Jammu (J & K) 1977. 
22. Raina, Anjina, Impact of ICDS on its Beneficiaries in 
Kangan Block. Srinagar (J & K) Kashmir University 
Institute of home science. 
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ICDS is the most important means to reach millions of 
children and mothers and has the potenital of bringing about 
a change in their quality of life. A review of the research 
available indicates that there is a need to evaluate ICDS 
cotinuously. For effective implemention of the programme and 
utilization of services, it is imperative that a 
comprehensive system of monitoring and evaluation should be 
built into the programme. The data thus generated can 
determine systematically and objectively the effectiveness 
of services rendered and their impact on the beneficiaries. 
The present study has been taken up keeping in view the same 
and tries to assess the effectiveness of the programmes in 
the District Kupwara (J & K). 
Moreover, the Kupwara ICDS project has not been taken 
up by any micro or macro-level study of ICDS scheme. Some of 
the projects that have figured in some studies conducted at 
national level fall in Jammu region, with the exception of 
Kangan ICDS project from Kashmir Valley which too figures is 
some comprehensive studies of ICDS. 
Therefore it becomes imperative to carry out a study of 
the ICDS project of this District with a view to provide 
information regarding the implementation of ICDS programme 
from one of this farflung corners of India. 
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The present study is primarily inspired by the fact 
that District Kapwara is the Northern-most District of the 
country and thus constitutes an end point of the national 
spectrum is terms of multiple indicators of development. 
It may therefore be deemed to represent other hilly and 
farflung ICDS projects across the Himalyan ranges right upt 
North-Eastern States. The study of such a representative 
project can hopefully illuminate the implementation and 
effectiveness of ICDS programme and thus help us in bringing 
out a correct picture of the scheme. 
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CHAPER - 2 
RESEARCH DESIGK 
2.1 Statement of the problem 
After Independence, India ushered into a new era in the 
field of Child Welfare/Development. Several developments 
since 1947, are a testimony to the commitment we have 
towards our children. Adequate provisions were made for the 
care and protection of children in our constitution. In 
order to meet these obligations welfare services have been 
provided at national level as an integral part of the 
country's development plans. The first three Five years 
plans placed the major responsibility of Child welfare on 
voluntary organisations. The Central Social Welfare Board 
(CSWB) was set up as early as 1953 to promate Child 
Welfare/Development programmes by prodividing assistance to 
volantary organisations. The then Department of social 
welfare, Government of India, initiated several programmes 
which provided health, nutrtion and educational 
interventions for child welfare and development. The 
experience of implementing various programmes sector-wise, 
however indicated that the impact of these on children 
remained at least marginal in providing solutions to the 
problems of children. In view of the same, *The National 
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Policy for Children' was evolved and adopted in 1974. It 
described the country's children as a supremely important 
asset and enjoined on the state th responsiblity of their 
nurture and solicitude. Subrequently, the concept of 
integrated approach to child welfare was evolved. It 
advocated a holistic approach in providing services to 
children by integrating inputs of healt nutrition, pe-school 
education and parent education in one programme. The concept 
was translated into a programme called Integrated Child 
Development Services (ICDS) and it was included in Fifth 
Plan Under Social Welfare Sector. 
ICDS has made commendable strides from a modest 
beginning as an experimental scheme in 1975. Today it is 
recognised as a programme with immense potential to improve 
the quality of life of the children of our country. In terms 
of outreach, it is possibly the largest intervention 
programme in the world. 
The state of Jammu and Kashmir, comprised of North-
western mountainous areas, has also undertaken several 
welfare schemes since 1960s, with a view to ameliorate the 
conditions of its people who are ecnomically backward, 
mainly depending upon small-scale agriculture. Various 
welfare schemes were taken up under the auspices of State 
Social Advisory Board. Women and children were the targetted 
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groups of these welfare measures. However, most of these 
state-sponsored welfare interventions could not make any 
substantial impact on the beneficiaries thereof. 
Sxibsequently, Integrated Child Development Services (ICDS) 
Scheme was also introduced in the state in mid-seventies and 
the Kangan ICDS project, the first one in state of J&K and 
of the 33 experimental projects launched by Government of 
India accross the country, started functioning in 1975. 
Thereafter, around 70 ICDS projects have been launched in 
the state till date. Currently, 2334 Anganwadi Centres, 
cartering to the nutritional, health and educational needs 
of about 90,000 children are functioning in the state. Out 
of 32 projects in Kashmir Division, five ICDS projects are 
currently functioning in the northern-most District of 
India, i.e., District Kapwara (Kashmir). 
ICDS pro-iect in Kupwara District 
Out of the 5 projects in Kupwara District, namely; 
Langet ICDS project. Rajwar ICDS project, Tangdar ICDS 
project, Kralpora ICDS project and Sogam ICDS Project, the 
present study entitled, ^The children of the Valley and 
Welfare Schemes; A Study of Kupwara District' is largely 
concerned with the analysis and evaluation of ICDS programme 
and its impact on the children of the valley with special 
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reference to Kapwara District. Sogam project has been 
selected as a sample with a veiw to assess the 
implementation of ICDS in Kupwara and to bring out the 
impact of ICDS on the targetted beneficieries. The thurst of 
the study will be on the evaluation of the implementation of 
ICDS, utilization of services and the impact of these 
services on the beneficiaries. The above guidelines have 
been fully encompassed in the objectives of the study which 
are as here-under : 
2.2 Objectives of the Study; 
The main objetives of the study are : 
1. To explore what type of welfare schemes are 
available to the children of the valley. 
2. To know whether the Integrated Child Development 
Services Scheme has been made available to 
District Kupwara. 
3. To know and explore the level of participation of 
the people in these schemes. 
4. To find out and explore the cooperation of the 
people to the officials of the welfare schems. 
5. To discover and assess the attitude and perception 
of the people towards these schemes. 
6. To find out and assess the achievements of the 
welfare schemes made available in this ares. 
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7. To find out and assess the total number of 
population covered under the scheme. 
8. To explore and assess the actual benefit coming 
to the targetted groups. 
9. To fin dout and discover the problems faced in the 
implementation of these schemes. 
10. To explore the shortcomings of these schemes and 
suggest remedial measures. 
It is hoped that.the present study will methodically 
and clearly bring out the role ICDS has played in welfare 
and development of the targetted beneficiaries in the 
Kashmir Valley with special referece to Kupwara District. 
2.3 Universe of the Study 
Kupwara District, situated at 34°N Latitude and 74°N 
Longitude, extends over an area of 2379 Sq.kms. comprises of 
369 villages. It has a total population of 3.29 lakhs as per 
census of 1981 which is estimated to have risen to 4.1 lakhs 
ending 1991. The District recorded a population growth rate 
of 27.51 percent during the decade 1971-81. Population is 
mostly rural and only 2.95% of it resides in towns. The 
biggest ethnic growth is that of Muslims, accounting for 
97.33% of population followed by Hindus2.02% and Sikhs 
0.44%. The working force accounts for 30.37% of the 
population. The main occupation engaging the working force 
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is cultivation and Agriculatural Labour engaging 70.90% of 
the working force. 
Total population of the District = 328743 (Census: 1981) 
Males = 176909 
Females = 151834 
Child population below six yrs = 53000 
(Source: Statistical Hand Book District Kupwara 1991-92) 
Selection of Universe : 
Out of the 5 ICDS projects in District Kupwara, one 
ICDS project namely Sogam ICDS project was chosen for the 
study. The Sogam ICDS project comprises of 44 Villages and 
the approximate population of the projct ending 1994 was 
80,000 of which 42,000 are males and 38,000 Females. The 
approximate child population of the block below six years is 
14,000. Currently 50 AWCs are functioning in Sogam ICDS 
project out of which 30 AWCs were selected for the study. 
The Anganwadis selected were divided into three 
catageries on the basis of their distance from the project 
office i.e. (i) AWs nearer to the project office, (2) AWs 
centrally located to the project office, and (3) AWs located 
at interior places to the project office. The number of AWs 
drawn from each of the three catageries were 10 each. This 
was done to study the differnece in implementation in three 
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categories of AWS. 
2.4 Selection of Respondents 
In view of the constraints of time, manpower and other 
resources, 5 children were randomly selected from each of 
the three catageries of sample AWs Case history of these 
children were prepared to get, the indepth information about 
the impact and delivery of the scheme. However, care was 
taken to select at least one child from each AW. A sample of 
15 children selected for case-histories were drawn from 15 
AWs. The children selected were of the age group of 3-6 yrs, 
who were getting all the services in the centre. For getting 
the information about these children their parents were 
interviewed. 
The team of ICDS functionaries namely AWWs, supervisers 
and CDPO, comprised an important set of respondents. The 
sample of the concerned functionaries from the selected 
project included 3 0 AWWs and one supervisor. The CDPO could 
not be interviewed as the post is laying vacant. Informal 
interviews regarding the functioning, effectiveness, funcies 
and community participation were also carried out with 
several elders of various villages in the Sogam ICDS 
project. 
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2.5 Tools 
In order to collect the required information and data 
for the study, appropriate proforma/schedules were devised. 
These were administered in local language to facilitate 
communication with respondents. Besides interview, 
observation method was also used for collecting information 
pertaining to delivery of services at AW level. The 
available reports, records, guidelines and other documents 
formed an additional source of information. The investigator 
carried out the field work and data collection from April 
1995 upto August 1995. 
The data was collateted for the indicators identified. 
Simple Statistical Measures such as frequencies, percentage, 
avarages etc, were used for interpretation. An attempt was 
made to present data graphically wherever possible. An 
effort was also made to compare the findings of the present 
study with the results of other evaluations carried out at 
the national level whenever and wherever possible. 
2.6 Problem faced during the study 
The present investigator faced multiple problems during 
the field-work for this study : 
1) Mostly, the mothers of children were not available in 
the villages of the Sogam project for they usually work 
43 
in the fields during the period this field work was 
carried out. Therefore, it was a hard task to compile 
the profiles of the childen selected for the study. 
Another difficulity faced by the present investigator 
was non availability of quick menas of transport in the 
mountain-locked valley of Lolab. Lastly, the ongoing 
political and administrative turmoil due to operations 
and counter-operations being conducted by militants and 
the security forces in the valley, was not conducive to 
undertaking field-work and data-collection by the 
present; investigator. 
Fig. 2.1: LOCATION OF ICDS PROJECTS IN KOPWARA DISTRICT 44 
efFtce 
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CHAPTER - I I I 
ANALYSIS AND INTERPRETATION OF DATA 
3 . 1 Implementa t ion of ICDS 
The foregoing sect ion presen ts a useful backdrop for 
i n t e r p r e t a t i o n of da ta of the p r e sen t s tudy on 
implementation of ICDS in Kupwara D i s t r i c t . A few indica tors 
cons ide red c r u c i a l for e v l u a t i n g implementat ion of the 
Scheme were, p h y s i c a l s e t - u p of AWs, s t a f f p o s i t i o n , 
t r a i n i n g s t a t u s , p ro f i l e , ro le and job re spons ib l i t i e s of 
func t ionar ies , and coordination mechanism. Infomartion on 
these was co l lec ted through observation, at AW level and by 
interviewing various funct inar ies of ICDS. 
P h y s i c a l Setup of Angranwadis 
Loca t ion of AWs in terms of d i s t a n c e from the 
b e n e f i c i a r i e s h a b i t a t , c l e a n l i n e s s of sur roundings , 
a v a i l a b i l i t y of Amenitites, type of s t ruc tu re and provisions 
of indoor and out-door space, were a few aspects studied to 
assess s t a t u s of physical se t -up . 
Al l sample AWs (100%) were l o c a t e d wi th in walking 
d is tance cf the benef ic ia r ies hab i t a t (Table 3 .1) . More than 
86 per cenr AWs were cosidered safe in being s i tua ted in 
environs v.-hich posed l i t t l e or no danger to children from 
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traffic, pollution, accidents etc. AWs nearer to the project 
office were comparatively safer safe than other AWs. 
Table 3.1 
Location and Accessibility of Anganwads 
Indicator 
Location of AWS 
Nearer to Centrally Located at 
the located to interior 
project the project places to 
office office the project 
N=10 N=10 office N=10 
All 
N=30 
Accessibiliry: 
close to bene-
ficiaries 
habitat 
Location 
In Non-con-
gested areas 
Clean 
Surroundinas 
10 
10 
10 10 30 
(100) 
26 
(86.66) 
19 
(63.33) 
Note Figures in parenthesis are percentage of AWs. 
When compared to findings of PEO survey (1982)-^ j the 
location aspect has shown considerable improvement. The 
survey had pointed out that most of AWs were so poorly 
located that it was difficult for the target population to 
avail of t::e services. 
Planning Commission, Programme Evaluation Organization 
(1982 . Evaluation Report on ICDS Projects (1976-78) 
New Delhi, p. 16. 
47 
It wa:: furtehr found that around 63 per cent AWs had 
clean surroundings. The no. of AWs nearer to the project 
were cleaner (80%), followed by AWs located at interior 
places to the project office (60%), and AWs centrally 
located to "he project office (50%). 
Table 3,2 
Amenitites at Anganwadis 
Indicator 
Location of AWS 
Nearer to Centrally 
the 
project 
office 
N=10 
Located at 
located to interior 
the project places to 
office the project 
NslO office NslO 
All 
N=30 
Source of '.v:;.ter 
Tap 
Well 
River/Stream 
Toilet 
Not available 
Sewage Dis-
posal 'proper 
drainage 
Adequate 
10 8 
1 
1 
5 
3 
2 
23 
( 7 6 . 6 6 ) 
4 
( 1 3 . 3 3 ) 
3 
(10) 
0 26 
( 8 6 . 6 6 ) 
(16.60) 
Figures in parenthesis are percentage of AWs. Note 
48 
Table 3.2 describes the amenitites available at AWs. The 
main source of water supply in AWs was found to be tap water 
(76.66%). Well water and river water was also utilized in 
about 13.33 per cent and 10 per cent AWs respectively. It is 
imperative that facility of taps and wells is steadily 
extended to cover more AWs to protect children from water-
borne diseases. 
Despite the fact that 30-40 pere-school children are 
expected to Attend AWs for more than 2-3 hours, it was 
disappointing to note that about 86.66 per cent AWs had no 
toilet facilities. None of the AWs located interior to the 
project office had any toilet facilities. Further, only 
16.60 per cent AWs had satisfactory water/sewage disposal 
drainage system. It is a matter of concern that the sample 
AWs which had been functional since 1987 had no sanitary 
faciliteis. Availability of some kind of toilet facility is 
imperative for promotion of healthy toilet and hygienic 
habits in children. The situation however, has remained 
unchanged and is as grave as was reported in some earlier 
national level studies (NIPCD, 1987) . 
Table 3.3 
Physical Infrastructure of Angwadi's 
49 
Physcail 
Infrastructure 
Location of AWS 
Nearer to Centrally Located at 
the located to interior 
project the project places to 
office office the project 
NslO NslO office NslO 
All 
N»30 
BUILDING 
Pucca structure 
Kutcha structure 
Others 
SPACE 
Adequate indoor 
space 
Outdoor space 
available 
Storage space 
habitat 
available 
4 
20 
(66.66) 
10 
(33.33) 
17 
(56.60) 
18 
(60.00) 
20 
(66.66) 
Note : Figures in parenthesis are percentage of AWs. 
Table 3.3 describes physical Infrastructure of 
Anganwadis. Around 66.66 per cent AWs in the sample were 
housed in pucca buildings whereas 33.33 per cent AWs were 
functioning in kutcha and semi-permanent strcutures. 40 per 
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cent of AWs housed in kutcha structures were from centrally 
located areas and another 40 per cent AWs located at 
interior places. project office respectively. The 
availability of indoor space was considered adequate if it 
was large enough to accomodate 40 children at a time. Only 
56.60 per cent AWs met the critierion, and the situation was 
almost same in all the three types of AWs. Outdoor space 
large enough for conducting some kind of play activities was 
available in about 60 per cent AWs. 
In almost all AWs, the ration for distribution of 
supplementary nutrition is supplied in bulk, at regular 
intervals. It is stocked at the respective anganwadis. In 
such circumstances, whenever separate storage space is not 
available in AWs, a lot of indoor space is occupied by 
sacks/tins of ffood items/grain. This hinders conducting 
pre-school education activities and curtails free movement 
of children. In the present study about 66 per cent AWs had 
separate storage facility. In AWs, nearer to the project 
office, centrally located to the project office and located 
interior to the project office, the separate storage 
facility was available in 80%, 60% and 60% Anganwadis 
respectively. This shows that AWs located nearer to the 
project office were better as compared to other Anganwadis. 
It is felt that this provision needs to be made in all AWs 
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to give the desired face-lift and enough place for 
organizing different activities. No systematic data could be 
collected on the effective utilization of the space 
available. However, the observation records of the 
investigator indicated that by and large, AWWs were not able 
to use the available space in an effective manner. 
Housing and Tenancy Status 
All the sample AWs of the Sogam project were 
functioning in the houses of helpers. Public places like 
panchayats and school buildings were not used for running 
AWs. Furthermore, it was observed that almost all sample AWs 
were run by renting a portion of helpers houses. It is felt 
that having the home and the place of work in such close 
proximity is not desirable for various reasons. This view 
was confirmed by informal observeation in such cases. The 
helpers were found to be in and out of their homes attending 
to routine house-keeping chores, while helping the AW 
activities at the same time. Moreover, availability of 
rations in bulk within the premises of the home could also 
lead to pilferage. These observations make a strong acase 
that the AWWs and helpers should not be allowed to rent out 
a part of their houses for running ICDs centres. The 
insignificant role palyed by the local communities in 
providing accomodation to AWs is evident from the above 
discussion. 
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Table 3.4 
Staff position in Sanple ICDS Project 
No. of posts in the project 
Functionaries 
Sanctioned In position 
0 
1 
50 
50 
Source : ICDS project off ice Sogeun. 
Staff Posit ion 
The s t a f f p o s i t i o n in the sample p r o j e c t given in 
(Table 4) shows tha t one post of CDPO and one post of 
supervisor have not been f i l l e d up. Needless to say, both 
these pos ts are of supervisory p o s i t i n and non-ava i lab i l i ty 
of these middle- level funct ionaries i s l i ke ly to hamper 
smooth implementa t ion of the programme and d e l i v e r y of 
se rv ices . 
Training Status of Cunctionaries : 
After recrui tment and appointment, the functionaries of 
ICDS programme a r e deputed by the r e s p e c t i v e s t a t e 
Governments to receive the job t r a i n i n g in the ident i f ied 
CDPO 1 
Supervisor 2 
Anganwadi workers 50 
Helpers 50 
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training centres. Furthermore, there is also a provision to 
impart refresher trianing courses to all functionaries from 
time to time for upgrading their knowledge and skills. The 
record available at the sample ICDS project office shows 
that all the AWWs have got job training and the supervisor 
has also got job training but, none of the functionaries has 
got refresher trianing. 
At the AW level, an additional functionary, Hepler is 
made available to the AWW. Ocassionally, she has to 
substitute for AWW, whenever the latter is on leave or is 
away on work related to ICDS. In the scheme, there was 
initially no provision for trianing of Helpers. In 1984, 
three days orientation training programme was introduced 
for Helpers in most of the states. In the present study, in 
all the AWs none of the helpers had undergone such a 
training. 
Profile, Role and Job Responsibilities of ICDS Functionaries 
Anqanwadi Workers 
AWW, the gross roots functionary of ICDS is a voluntary 
worker, therefore, hence, the criteria of her selection are 
flexible. At initial stages of implementation of ICDS, due 
to non-availability of educated/qualified women, 
particularly in rural sub-urban areas, a large number of 
54 
women possessing bare literary skills were also selected for 
this job. The job training of these workers was so designed 
that adequate skills were imparted to them to perform their 
responsiblities. Nevertheless, the impact of educational 
status on quality of performance has been well-acknowledged. 
With increased emphasis on literacy and education of women, 
more women with formal education have been taking up the job 
of AWWs during last few years. 
In the present study, aroung 56 per cent AWWs had 
studied upto class X. Another 33 per cent of AWWs of the 
sample had received post-matric education as well, and only 
10 per cent of AWWs were below matric (Table 3.5). 
Table 3.5 
Distribution of AWWs by Educatioal Qualifications 
Cat.of sample AWC Below Matric Matriculate Above Matrict 
Nearer to the project 
office N=10 
Centrally located to 
the project office 
N=10 
Located at interior to 
the project office 
N=10 
All Ns30 3(10) 17(56.66) 10(33.33) 
Source : Sogam ICDS Project office. 
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FIG. 3.1 CHANGING TRENDS IN EDUCATIONAI 
QUALIFICATIONS OF AWWs 
120 
AkVWs (%) 
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1996-PrasMt Study 
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A comparison of the sample project level figures was 
made with earlier national level evaluations and some 
interesting trends were noted (Fig.sJL) . As anticipated, over 
the years, bettter qualified women have been joinding the 
cadre of AWWs in rural projects. 
An Anganwadi functions for 3-4 hours in a day. There 
are no clear-cut guidelines in terms of allocation of time 
for different activites. It is important that adequate time 
is allocated daily for all the activities. AWWs were asked 
to indicate number of hours they usually spent in a day on 
different activities (Table 3.6). 
Table 3.6 
Time Allocation for Different ACtivites in the Anganwadi 
Activities -' 
All Anganwadis N=30 
Up to 1 
hr 
1-2 
hrs 
3-4 
hrs 
4 hrs and 
above 
Pre-School education 8 
(26.66) 
18 
(60) 
4 
(13.33) 
0 
Feeding children 28 
(93.33) 
2 
(6.66) 
0 0 
Maintaining records 27 
(90) 
3 
(10) 
0 0 
Home visits 21 
(70) 
9 
(30) 
0 0 
Note : Figure in parentheses are percentage of AWWs. 
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A large majorirty of workers (90-93%) reported that 
they were devoting around an hour each on distribution of 
supplementary food and maintaining records. One to two hours 
were utilzed for conducting pre-school education activites 
by 60% and one hour by 26.66% workers. About 70 per cent 
AWWs spent one hour daily for conducting home visits and 30 
per cent spent one to two hours. 
AWWS are required to make, on an average 100 home 
visits per month. These visits are expected to help in 
rapport-building with the targetted population and are used 
for imparting NHE, updating survey registers and promoting 
enrolment. However, a majority of workers visited less than 
100 homes in a month, which is below the prescribed norms. 
The data of the study also indicated that a majority of the 
AWWs did not perceive imparting NHE particularly to 
expectant and nursing mothers. Further probing revealed that 
non-availability of parents and lack of time with them 
imposed constraints on AWWs to carry out home visits. 
Moreover, the LHVs did not cooperate with AWWs in imparting 
NHE. Therefore, this aspect needs to be strengthened through 
close monitoring, both by the supervisor and CDPO. 
In 1976, NIPCCD prepared a guidebook for the AWWs with 
the objective of providing some reference material for them. 
The contents included instructional information and 
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guidlines for implementing the various components of ICDS 
package. The guide book was subsequently reprinted in 1979 
and 1981. Despite all these efforts, fourteen years latter, 
when the AWWs were asked whether they had referred to the 
guide book at any time, a dismal picuture emerged. None of 
the AWWs had been provided with the guide book. 
It appears, the state Governement has not taken any 
action regarding this. Considering that AWWs are performing 
a multidimensional role, there is a likelihood of their 
having several problems. The workers in the study were 
hesitant to articulate the same. However a very small 
fraction listed lack of commuity participation, lack of 
support from authorities etc., as difficuliteis faced by 
them in running AWs. Furthermore, it was observed by the 
investiator that inadequate trianing of AWWs was one of the 
major problems in running AWCs. 
Child Development Project Officer 
The Child Development Project Officer at the block 
level is the principal executive functionary. An important 
responsibility of CDPO is to supervise and quide other 
functionaries of ICDS-the supervisor and AWWs. Other 
responsibilities include transportation, storage, 
distribution of supplies and coordination amongst State 
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Departments concerned with ICDS. Since the post is lying 
vacant and the charge is given to the Distt. Development 
commissioner, it is obvious that various problems of 
implementing the scheme properly do arise from time to time. 
When the Development Commissioner was interviewed in this 
regard, it was found that he could not contribute much to 
the implementation of the programme due to lack of time and 
too much administrative work. It is imperative that the post 
should be filled by the concenred department to overcome the 
problem of proper implementaion of the ICDS programme. 
SUPERVISOR 
In order to get information on the role played by 
suervisor in ICDS programme, one supervisor out of two was 
included in the study as another post was laying vacant. 
Results pertaining to selected indicators like frequency of 
visits to AWs and support provided by her are discussed 
below. The quality of guidance and supervision is directly 
related to number of AWs assigned to a supervisor. As per 
the norms, 20-25 AWs are assigned to a supervisor in a rural 
project. The data indicated considerable deviation from the 
prescribed norms. The supervisor was looking after 50 AWs 
under her. With such a large number of AWs assigned to a 
supervisor, it was perhaps not feasible for her to visit, 
the same AW, at least twice in a month, as prescribed in 
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the scheme. The information on frequency of visits to AWs 
confirmed that the suepervisor was not able to make even one 
visit to each and every Anganwadi in a month. The reasons 
given for this were non-availability of transport, followed 
by non-accessibility of AWs, too many AWs assinged and busy 
schedule. 
The aspects in which the supervisor claimed to have 
provided help to AWWs; were planning NHE session, filling 
growth charts, use of weighing scales, etc. Feedback from 
informal observations has indicated that supervision perhaps 
is the weakest link of the ICDS programme. It is imperative 
that appropriate steps be taken to fill the vacant posts and 
build their skills for providing guidance. These aspects 
need special attention, both in job and refresher training 
programmes. 
Coordination with Health Functionaries 
The existing health services network of the state is 
being utilised for providing health components of ICDS 
package. Needless to say, coordination between ICDS staff 
and health staff alone can ensure smooth implementatin of 
inputs like health check up, immunization and referral 
services. The information provided by ICDS functionaries 
indicated that coordination was inadequate. The reasons 
atributed to lack of coordination were,- (1) disinterst shown 
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by Health Staff health staff not interested in ICDS work, 
(2) increased workload of the halth staff, (3) strained 
rlations and (4) inadequate health manpower. At the 
frontline of implementation, the support provided by ANMs to 
AWWs is viatal for effective delivery of health services. On 
analysing responses of AWWs, it was found that ANMs extended 
support to them in immunization only. However for other 
aspects like identification of children at risk, growth 
monitoring and NHE no assistance was received. There is need 
to promote more interaction between these two grass roots 
workers. 
The highlight of the findings with respect to 
implementation of ICDS are : 
i) All the AWS in the sample (100%) were easily accessible 
and were within walking distace from beneficiaries 
habitat. As compared to PEO Survey (1978), there was 
considerable improvement in this respect. A large 
manjority of AWs (63%) were found to have clean 
surroundings. In around 76per cent AWs, taps were the 
source of water supply. Furthermore, over 86 per cent 
AWs had no toilet facilities available and 83.40 per 
cent AWs had unsatisfactory drainage system. 
ii) Around 66 per cent AWs were housed in pucca buildings 
and 33 per cent in kutcha and semi-permanent 
structrues. All were housed in the Helper's houses. 
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iii) Separate storage facility for ration were available in 
66 per cent AWs. 
iv) Indoor and outdoor space was rated adequate for 
conduting pre-school education and play activities in 
only 56 and 60 per cent AWs. 
v) All the sanctioned posts of AWWs and Helpers were 
filled and the CDPO post and one supervisors post were 
not filled. 
vi) The job training was received by all AWWs and backlog 
for refresher training was 100 per cent for all 
categoreis of functionaries. 
vii) As compared to earlier national level evaluations (PEU, 
1976; Ministry of Welfare, 1981), there was a definite 
improvement in the educational qualifications of women 
appointed as AWWs. In the present study approximately 
56.60 per cent AWWs were matriculates and 33.33 per 
cent were above matric. 
viiDWith respect to the time allocation it was found that 
AWWs were devoting one to two hours in a day in 
conducting pre-school education activities (60%), 
another one hour in distributing supplementary food 
(93.3%! and an hour in maintenance of records. About 70 
per cent AWWs were spending one hour on home visits 
which is too short a duration to visit even one 
household and achieve any meaningful results. 
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ix) The CDPO post was laying vacant and charge was under 
Development Commissioner of the District. 
x) Problems faced by the care-taker were lack of time and 
too much administrative work. 
xi) There was only one supervisor in position out of two 
and she ws looking after 50 AWs, with the result, she 
was not able to meet the prescribed schedule of 
visiting all AWs once in a month. 
xii) It was found that ANMs extended support to AWWs in 
immunization only. However on other aspects workers did 
not receive any assistance. 
xiiDThe study shows that there is not proper coordination 
between health staff and nonhealth staff. 
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3.2 BENEFICIARIES 
While selecting the location for a project preference 
is given to those areas whih are predominantly inhabited by 
vulnerabe and weaker sections of the society. Such a target 
g^ roup is likely to be found in economically backeard areas, 
drought-prone areas and areas in which nutritional 
deficiencies are rampant, and the development of social 
service is poor. 
The administrative unit of an ICDS project is 
coterminus with a Community Development Block in rural area. 
The demographic and other characteristics of the target 
population may vary from project to project. However it is 
assumed that a Community Development Block would have a 
population of 100,000. Within these population figures, the 
estimated disaggregated figure for various categories of 
target population namely children 0-6 years, expectant and 
nursing mothes etc. are given in (Table 3.7). 
According to the current demographic trends in any 
population, the estimated number of children below three 
years and three to six years of age is nine per cent and 
eight per cent respectively. Similarly, the estimated 
population of expectant and nursing mothers is 3 per cent 
and 1.5 per cent respectively. Thus, the assumed number of 
children per AW is likely to be 170 and that of expectant 
and nursing mohters 15-30. 
Table 3.7 
Approximate Population Coverage in an ICDS Project 
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Target Group Services 
Rural Project 
(Population 100,00 villages 100) 
Total Target . Percentage 
Pop. Pop. coverage 
Children below 
six years 
Expectant and 
Nursina rricthers 
Women 
(15-45 years^ 
0-7 Years 
Supplementary 
Nutrition 
Ir.munization 
Health Check-up 
}-€ years 
Km-formal 
pre-school 
education 
Supplementary 
nutrition 
Ir.Tiunizaticn 
17,000 
igainst Tetnus 2,400 
expectant mothers) 
.-:e*ath ano 
6,800 
17,000 
17,000 
8,000 4,000 
4,000 1,000 
4,000 4,COO 
2,400 
20,000 2C,C00 
40 
100 
100 
50 
40 
100 
100 
100 
Source : India, Ministry of Human Resource Development, Women and 
Child Welafare Department, ICUS New Delhi, 1982, p. 16,17. 
Identification of Beneficiaries 
Correct e n l i s t i n g of b e n e f i c i a r i e s i s an important 
responsibi l i ty of an AWW. This i s par t icular ly crucial to 
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cover most needy and vulnerable groups such as landless 
agricultural laboures, marginal farmers and families with 
income not exceeding Rs. 500/- per month. Suplementary 
nutrition is given to all the children attending AWs and 
expectant and nursing mothers. Nutritional status of these 
children is assessed using weight-for-age index. Coloured 
strips are used to identify severely malnurished children 
for therapeutic nutrition, which is double the ration given 
to other chidren. Special care is also given to 'at rick 
children'. 
The present investigator could not collect relevant 
data on the selection of beneficiaries due to lack of proper 
information at the AWCs. But informal observation confirmed 
the fact that only eligible beneficiaries were being covered 
by the programme. However, as some AWWs did report, the 
possibility of a few benef icieries here and there in 
contravention of the guidlines provided for the selection, 
cannot be ruled out. 
Target Population and utilization of Services by 
Beneficiaries in sample AWs 
Enumeration of various categories of Target 
Population was done out of data collected through the AW 
records. The distribution of targe population in beneficiary 
category of ICDS sample is presented in (Table 3.8). 
67 
Table 3 . 8 
Popula t ion Coverage of Sample AWCs. 
Total Population of Sample AWs N=30-46284 
Target group Services 
Total Target Target Target percent 
Pop. Pop. Pop covered Covered 
,C-6 years) 
Children below Supplementary 7642 
6-7 years r.urrition 
iT.rranizacion 
Health checkup 
i-6 yars) 
Xrr.-fcrmal pre. 3616 
szr.col education 
Expectant and Supplementary 2279 
Nursing Mothers Xutriticn 
Health checkuD 
.r.T.unization 
igair.sz Tetnus 14 98 
rlxcectant 
3056 
7642 
7642 
1808 
912 
2279 
1498 
1267 
5602 
N.A. 
1085 
38C 
N.A. 
155 
41.45 
73.37 
60 
41.66 
13.01 
Source : AW recordes of Sogam ICDS project. 
The above shows that only 41.45 per cent children were 
utilizing supplementary nutrition whcih falls short of more 
than 5 8 per cent of the target population. The reason was 
large number of children per AW. This could have been 
minimized by establishing more AWs in densely populated 
villages. The table indicates that Universal Immunization 
Programme is a big success in the area as more than 73 per 
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cent children have been immunized. There is a need to keep 
this spirit on and make it cover 100 per cent target 
population as per the scheme. It can be inferred from the 
table that 60 per cent pre-school children from the target 
group were getting pre-school education, Thus falling short 
of 40 per cent. 
The service utilized by pregnant and nursing mothers 
show that 41.66 per cent targetted pregnant and nursing 
mothers were getting supplementary nutrition and only 13.01 
per cent of targetted expectant mothers have got immunized 
against Tetnus by ICDS which is a poor result. The results 
shows that there is need to expand the ICDS so that all the 
taretted beneficiaries can be covered properly and the 
health staff has to pay more attention to upkeep the health 
services provided under ICDS scheme. 
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3,3 DELIVERY AND IMPACT OF SERVICES 
The services under ICDS are inter-sectoral in nature 
and are assigned with the aim to have synergistic effect on 
the overall development of children. These services do have 
an impact on the community in the form of lasting benefits, 
thus bringing about changes in the well being of children 
and their mothers. The principal beneficiaries under the 
scheme, i.e., children below 6 years, expectant and nursing 
mothers and womenin the age group of 15-45 years, receive 
supplementary nutrition, immunization, health checkups, 
referral services, nutrition and health education and non-
formal pre-school education. The main guidelines for 
delivery of services were conceptualised at the time of 
formulating the scheme in 1974. However, while the scheme 
has been in operation, several modifications have been 
introduced from time to time and conveyed to the State 
Departments to improve the efficacy of delivery of services. 
The profiles of beneficiaries who receive benefits from 
the services provided under ICDS programme, as shown in the 
records of the sample ICDS project office and AWs, have been 
described in this section. Out of 30 AWs of the sample, 15 
beneficiaries, in all were selected randomly. Five 
beneficiaries were selected from each category, viz., AWs 
nearer to the project office, AWs centrally located to the 
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p r o j e c t o f f i c e and AWs loca ted i n t e r i o r t o the p r o j e c t 
of f ice . From these AWs the p rof i l e s of the benef ic ia r ies 
were prepared and reporoduced as below for infer ing the 
del ivery and impact of the Scheme. 
PROFILES OF BENEFICIARIES REGISTERED IN AWS LOCATED NEARER 
TO THE PROJECT OFFICE 
CASE NO. ONE 
The Child 'A' is five years old. He has rural 
background. The monthly income of his parents is Rs. 1000. 
He is the youngest among three siblings. The mother of the 
child has been the beneficiary of the scheme. Born on 10th 
of June, 1990 at home and the delivery was normal. His 
health at the time of birth was normal, and he was breast-
fed subsequently for a period of 2 years during which period 
his mother took care of her general hygiene. The mother of 
the child expired when he was 2?^  years old. 
The child was registered at the Anganwadi centre in 
Jan. 1991, I.e., after six months of his birth. His physical 
health at the time of registration was stated to be normal. 
The child was immunized against six killers of childhood by 
the AWC, as per detail - Diphtheria, Whooping cough 
(Pertursis), Tetanus [DTP], polio [Oral polio vaccine / 
OPV] , Tuberculosis [BCG], Measles [Anti - measles] . The 
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mother of the child was also immunized against tetanus 
during pregnancy at the AWC. 
The Child 'A' suffered from such common diseases as, 
pneumonia, cough, worms and fever etc, during these years 
and was treated in hospital for the same. During his 
ailments the child was not provided with medical checkups 
nor was he referred to any health centre by the AWW. Even 
the first-aid facilities were not available at the Anganwadi 
centre. The mother of the child did receive nutrition and 
health education before her expiry, as reported by the 
father of the child. The child 'A' was provided with the 
supplementary nutrition at the AWC, although the supply of 
the victuals was not regular. The quantity of food served 
was adequate and its quality was also good, as per the 
information provided by parents. 
The Child was given non-formal pre-school education at 
the anganwadi centre. The quality of education given 
thereof ma}- be deemed to be satisfactory in view of the 
fact, that the child was familiear with numbers and 
alphabets and could also recognize a few colours as observed 
by the present investigator. The child did learn mainly 
through blackboard and charts at the Anganwadi centre. The 
child could not get recreation facilities at the AW centre. 
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The child has been in the AWC for last 4 years without 
any break. Presently, the weight of the child is 15 Kgs. and 
his height is llO cms (Table 3.9) and as per the Indian 
standerds (Annexure V) , the physical health of the child 
can be said to be normal. 
Table : 3.9 
Height and Weight of Children Selected for Sanple 
Child Case No. Age Height 
(Cm.) 
Weight 
(Kg.) 
Remarks 
A 1 3 years 110 15 Normal 
B 5 years 109 15.5 Normal 
C 3 5 years 108 14 Mild 
malnurishment 
Grade-I 
D -1 3:': years 199 13.5 Normal 
E c 5 years 110 15 .2 Normal 
F 6 4 years 100 11 Malnurishment 
Grade-II 
G -7 4-A years 107 14.5 Normal 
H 8 5 years 108 15.2 Normal 
I 9 4 years 98 11.2 Grade-II 
Malnurishment 
J 10 5 years 111 15.450 Normal 
K 11 4/^  years 106 14.8 Normal 
L 12 4 years 103 14.4 Normal 
M 13 5 years 109 15.3 Normal 
N 14 3''i years 98 12 Grade-I 
Malnurishment 
0 15 5 years 107 13 Grade-I 
Malnurishment 
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Notwithstanding several limitations in delivery of 
services such as absence of NHE, Recreation, medical 
checkups, etc, at the AWC, the present investigator still 
feels that the obtaining medical, nutritional, and 
educational interventions of the AWC have activated 
significant changes in the overall personality profile of 
the child. The health of the child is upto the mark. There 
also seems to be considerable psychological stability and 
cultural development experienced by the child under 
investigation, which brings out the positive impact of the 
ICDS scheme on the targetted beneficiery. 
CASE NO. 2 
The Child 'H' is five years old. He belongs to rural 
background. The r.onthly income of his family is Rs. 2000 
p.m. He is fourcr. among five siblings. He was born on 20th 
June, 1990. He v.-as born at home and the delivery was 
normal. His healrr. and weight at the time of delivery was 
normal, and he v.-as subsequently breast-fed, for a period of 
one and a half year during which period his mother took care 
of her general hygiene. The mother of the child had been the 
beneficary of the ICDS scheme during her expectancy and 
nursing period. 
The child B v.-as registered at the anganwadi centre in 
Jan. 1991 i.e., after six months of his birth. As reported 
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his physical health, at the time of registration was normal. 
The child was immunized against six killers of the childhood 
under universal immunization programme (UIP), of W.H.O. by 
the AWC viz. Diptheria, whooping cough, tetanus (DPT), 
polio (OPV), tuberculosis (BCG) and Measles (anti-measles) . 
The mother of the child had also been immunized for tetanus 
during her pregnancy. 
The child 'B' suffered from such common diseases as, 
cough, respiratory infections, fever, worms, etc., during 
these years and was treated in hospital for the same. During 
his ailments the child was not provided medical care at the 
Angwandi centre as the medical staff did not visit anganwadi 
for medical checkups. Even the first-aid facilities were 
not available at the anganwadi centre. The provision of 
nutrition and health education for the mother of the child 
was there at the AWC but the AWW lacked the skill to impart 
it properly. 
The child 'B' was provided with the supplementary 
nutrition at ths anganwadi centre, although the supply was 
not regular. The quality of food provide was adequate and of 
good quality, as per the information given by parents. The 
child was provided non-formal pre-school education at the 
AWC. The standard of non-formal education imparted thereof 
could be deemed to be satisfactory in view of the fact that 
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the child was familiar with numbers, alphabets and a few 
colours and animals etc., as observed by the present 
investigator. The child did learn mainly through blackboard, 
charts, blocks and oral recitations. The child could not get 
recreation at the AWC. 
The child has been in the anganwadi for the last four 
years without any break. Presently the weight of the child 
is 15.5 Kgs and his height is 109 cms which shows normal 
physical health as per Indian standards. 
Despite the fact that certain medical services like 
checkups, referral services and first-aid facilities were 
not available to the beneficiary, the present investigator 
feels that the ICDS scheme with its package of services has 
brought about significant changes in the overall development 
of the child which can be inferred from the above 
information. The child is healthy and seems to be stable and 
well-developed mentally as well as physically which shows 
the positive impact of the scheme on the child and normal 
functioning of the AV.'C as well. 
CASE NO. 3 
The child 'C is above 5 years of age, and belongs to 
rural background, the monthly income of his parents being 
Rs. 8CC. He is second among four siblings. He was born on 
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13 th January, 1990. He was born at home in normal 
conditions. His health and weight at the time of birth was 
below normal, and he was bottle-fed for a period of two 
years and the mother took full care of the child and her own 
hyigene. The mother of the child has also been the 
beneficiary of ICDS. 
The child 'C was registered at the anganwadi centre 
in August 1990. His physical health at the time of 
registration was weak as reported by the parents. The child 
was immunized against Diptheria, whooping cough, Tetanus 
(DPT). Polio (OPV;, Tuberculosis (BCG) and Measles (anti -
measles) under National Immunization programme in the AWC. 
The mother of the child has also been immunized against 
Tetanus. 
The Child 'C suffered from such common diseases as 
whooping cough, Typhoid, Diahooria, worms, fever etc. and 
was given treatment at hospital for the same. During his 
ailment the child was not provided medical check-ups at the 
AWC. Even first aid was not provided to the child due to its 
non-availability at the centre. The mother was not aware of 
NHE as the AWW lacked the skill to instruct her from time to 
time. 
The child 'C was given supplementary nutrition at the 
AWC, although the quality of food provided was not good as 
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per the information provided by parents. The child was given 
non-formal pre-school education at the AWC but could not 
show any significant improvement. The child was not able to 
read or recognize the alphabets and numbers properly but 
could recognize a few colours and animals on the chart, as 
observed by the present investigator. No recreation was 
given to the child, ' at AWC. 
The child has been in the AWC for more than four years 
without any break. Presently the child weights 14 kgs and 
his height is 108 crri which shows that the child is having 
Grade - I mainour!shnent as per growth chart. 
There seem to be several deficiences in the delivery of 
various services such as medical services, proper nutrition 
etc. Even the T.edical, nutritional and educational 
interventions offered whatsoever, have not brought about any 
significant change in the overall development of the child 
under investigation. The health of the child is below 
normal. Even after immunization he suffered from whooping 
cough. This underlines the fact that the ICDS scheme has not 
had any significant impact on the development of the child, 
and AWC sufferes frcT: mal-functioning. 
CASR NO. 4 
The child 'D' is three and a half year old. He belongs 
to the parents a cf rural area whose monthly income is Rs. 
{•• itf'' Ace IJo, ^ .^X 
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900. He is second among four siblings. He was born on 15th 
March, 1992 at home and the delivery was normal, and he was 
subsequently breast-fed, for a period of one year during 
which period his mother took care of her general hygiene. 
His health at the time was reported to be normalal and so 
was that of his mother. The mother of the child had also 
been the beneficiary of ICDS scheme during her pregnancy and 
nursing period. 
The child 'D' was registered at the anganwadi centre in 
September 1992, i.e., after six months of his birth. His 
physical health at the time of registration was normal as 
reported by parents. The child was immunized against six 
killers of childhood under universal immunization programme, 
i.e., Deptheria, whooping cough. Tetanus (DPT), Polio (OPV), 
Tuberculoses (BCG), and Measles (anti-measles). The mother 
of the child had been immunized for Tetanus during here 
pregnancy by AWC. 
The child 'D' suffered from such common diseases as, 
respiratory problem, worms, skin diseases and fever during 
these years and was treated in hospital for the same. During 
his ailmer.rs the child was not provided first aid or medical 
check-ups ac the anganwadi centre. The provision of health 
and nutrition education for the mother of the child was 
imparted by AWW but it seemed to the present investigator 
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that it has had no impact on the beneficiary; the reason for 
which was lack of skills in imparting it. 
The child 'D' was given standard quality supplementary 
nutrition at the anganwadi centre and quantity too was 
adequate as reported by parents. The supply was irregular 
specially during winter season. The child was given non-
formal pre-school education at the AWC and quality was 
satisfactory m view of the fact that the child was familiar 
with numbers, alphabets and a few colours and animals etc., 
as observed cy the present investigator. The child did learn 
mainly thrcugr. oral recitation, charts. Blackboard etc. The 
child could not get recreation at the centre. 
The cnila nas been at AWC for the last three years 
without any creak. Presently the wight of the child is 13.5 
kgs. His keigi-.t is 99 cms. It shows the child is having good 
physical health ?.5 per Indian standards. 
Despite the fact that certain health services like, 
medical check-ups, referral services and first-aid 
facilities are net available to the beneficiary at the AWC, 
the present investigator feels that the ICDS scheme with its 
package of ser-.-ices has activated significant changes in the 
over-all de-.-elcc-.-.ent of the child which can be inferred from 
the above tnfcrt.ation. The child is healthy and seems to 
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have normal raoverall development which brings out the 
positive impact of the scheme on the child and normal 
functioning of the AWC. 
CASE NO. 5 
The child *E' is five years old. He belongs to the 
parents with an income of Rs. 1500 p.m. His father is a 
peon. He is the last among three siblings. He was born on 
June 5, 1990. He was born at home with normal delivery but 
he was weak. The child had been bottle-fed and his mother 
took every care of her hyigene and used to wash the bottle 
properly before next feeding. The mother of the child had 
been the beneficiary of ICDS during here expectancy and 
nursing period. 
The child 'E' was registered at the anganwadi centre in 
January, 1991. His physical health at the time of 
registration was below normal/weak, as reported by parents 
of the child. The child was immunized against Diphtheria, 
Whooping cough, Tetanus (DPTO, Polio (OPV), Tuberculosis 
(BCG) and Measles (anti-measles) . The mother of the child 
had also been immunized against Tetanus during pregnancy. 
The child *E' suffered from such common diseases as, 
pneumonia, Dysentry, Measles and Fever etc., and was treated 
for the same in the hospital. During his ailments the child 
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was not provided health services at AWC. Even the first aid 
was not available to the beneficiary at AWC. No nutrition 
and health education was provided or imparted to the mother 
of the beneficiary by AWW. 
The child 'E' was given supplementary nutrition at the 
AWC and the supply of the same was regular. The quality of 
food given was good and adequate, as per the information 
received from the parents of the child. The child was 
imparted pre-school education and the present investigator 
feels that it was satisfactory in view of the fact that 
child was able to read numbers and alphabets and could also 
recognize different colours and animals on various charts. 
The pre-school education was imparted to the beneficiary 
mainly through charts, black boards, blocks and oral 
recitations. The child could not receive any sort of 
recreation at AWC. 
The child has been at AWC for the last three and a half 
years without any break. At the time of investigation/ 
observation by the present investigator, the weight of the 
child was 15.2 kgs. His height was 110 cms, which shows 
normal physical health of the child. 
Despite the fact that certain medical services were not 
provided at the AWC, the present investigator feels that the 
ICDS scheme has helped in the overall development of child 
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which can be infered from the above information. At the same 
time i t was noted t h a t even a f t e r immunization aga in s t 
measles the benef ic iary suffered from the same which whows 
tha t the vaccine must have been outdated or the inoculation 
was not done p r o p e r l y . However in view of the o v e r a l l 
improvement in the physical hea l th of the chi ld, i t could be 
infer red tha t ICDS has had p o s i t i v e impact on the child 'E' , 
This shows tha t AWC i s playing i t s ro le pos i t i ve ly . 
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PROFILE OF BENEFICIARIES REGISTERED IN AWs LOCATED CENTRALLY 
TO THE PROJECT OFFICE 
CASE NO. 6 
The child 'F' is four years old. He belongs to rural 
background and the family income of the child is about 1000 
p.m. He is second among three siblings. He was born on May 
15, 1991. He was born at home and delivery was normal but, 
the child was weak at birth. The child had been breast fed 
for a period of one and a half years and during this period 
his mother took every care of her general hygiene. The 
mother of the beneficiary had also been utilizing the 
services of ICDS like immunization and supplementary 
nutrition. 
The child 'F' was registered at the anganwadi centre 
in December, 1991 after six months of his birth. The 
physical health of the beneficiary at the time of 
registration at anganwadi centre was reported to be weak by 
parents and AWW. The child had been immunized against all 
six killers of childhood, i.e., Diphtheria, Whooping cough, 
Tetanus (DPT), polio (OPV), Tuberculosis (BCG), and Measles 
(anti-measles) . The mother of the benificiary had been 
immunized against Tetanus during pregnancy at AWC. 
The child ^F' suffered from such common diseases as, 
worms, respiratory problems, fever, skin diseases etc. 
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during these years and was treated in hospital for the same 
by his parents. During his ailments the child was not 
provided health services at AWC except immunization. The 
Health and nutrition Education was not imparted to the 
mother of the beneficiary by AWW or any other medical 
functionary. 
The child 'F' was provided with the supplementary 
nutrition at the anganwadi centre, although the supply of 
the same was sometimes disrupted and the quality provided 
was not good as reported by parents of the child. The 
parents reported that moongh provided with khichri was 
rotten. The child used to go for pre-school education which 
however was not imparted properly as reported by parents. 
The standard of pre-school education imparted could be 
deemed to be non-satsifactory in view of the fact that the 
child was not able to recognize or read numbers and 
alphabets properly as observed by the present investigator. 
This shows that the AWW either did not take proper interest 
in AW activities or she was lacking the appropriate skill in 
imparting pre-school education. 
The child has been utilizing the services of AWC for 
the last three years without any break, and presently the 
wight of the child is 11 kgs. His height is 100 cm. It 
shows that the child is having Grade - II malnourishment. 
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There seem to be several definiciencies in the delivery 
of various services such as inadequate medical services, 
improper nutrition, NHE, and non-formal pre-school 
education. The medical, nutritional and educational 
interventions offered whatsoever, have not brought about any 
change in the physical health of the child and in the 
overall development of the child under investigation. The 
health of the child is below normal with Grade II 
malnourishment. This underlines the fact that the ICDS 
intervention has had no significant impact on the overall 
development of the child and this can be related to the 
inefficiency of the AWC. 
CASE NO. 7 
The Child 'G' is four and a half years old. Her rural 
parents have a monthly income of rs. 1000. She is the last 
among five siblings. She was born on January 10, 1991. she 
was born at home with normal delivery and was stated to be 
of normal health at the time of birth. she was breast-fed 
for a period of one year and her mother took care of her 
hygiene. The mother of the child had also been the 
beneficiary of the scheme. 
The child 'G', was registered at the AWC in July, 
1991. Her health at the time of registration with AWC was 
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reported to be normal. The child was immunized against six 
killers of childhood, i.e., Dephtheria, Whooping Cough, 
Tetanus (DPT), Polio (OPV), Tuberculosis (BCG), and Measles 
by AWC under Universal Immunization Programme (UIP). The 
mother of the benficiary was also immunized against Tetanus 
during her pregnancy. 
The child 'G' suffered from such common diseases like, 
worms, fever, chest problem etc., during these years and was 
treated for the same in government hospital by the parents. 
During her ailments, the child did not receive any health 
service in the AWC by medical staff. She was not even 
provided with first-aid as it was not available in the AWC. 
The mother of the benificiary did know about NHE as infomred 
by the AWW at times. 
The child 'G' was given supplementary nutrition at the 
AWC, the quality of which was not good sometimes as reported 
by parents. The child was given pre-school education at the 
centre and could be deemed to be satisfactory in view of the 
fact that the child was able to read alphabets and count 
members upto 30. She also recognized different colours and 
birds and animals, as observed by the present investigator. 
The child had no recreation at AWC. 
The child has been in the anganwadi centre for last 
four years without any break. Presently the weight of the 
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child is 14.5 kgs. Her height is 107 cm which shows normal 
physical health of the child as per Growth chart used in 
India. 
Although, the health services were inadequately 
provided to the beneficiary at the AWC, the present 
investigator feels that the package of services provided 
under ICDS to the beneficiary has activated significant 
changes in the overall development of the child 'G' , which 
can be inferred from the above information. The child is 
healthy and seems to be stable and well developed which 
brings out the positive impact of the scheme on the child 
and shows that the functioning of AWC is satisfactory. 
CASE NO. 8 
The child *H' is five years old. He belongs to rural 
area. The monthly income of his family is less than one 
thousand. He is the third among five sublings. He was born 
on 15 July, 1990. His delivery was normal at home and his 
health at the time of birth was reported to be normal and 
was breast-fed, for a period of one and a half years. The 
mother of the beneficiary is aware of the general hyginene. 
The mother of the child was not a beneficiary under ICDS. 
The child 'H' was registered at the AWC in Jan. 1991, 
i.e., after six months of his birth. His physical health 
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at the time of registration was reported normal by parents. 
The child had been immunized against six major diseases of 
childhood under Universal Immunization Programme at the AWC. 
The diseases for which the child was immunized were 
Diptheria, whooping cough, Tetanus (DPT), Polio (OPV), 
Tuberculosis (BCG) , and Measles. The mother of the child was 
not immunized against Tetanus during pregnancy at AWC. 
The child 'H' suffered from such common diseases as, 
skin diseases,, respiratory problem, fever, etc., and was 
given medical treatment at the hospital. During his 
ailments the child never utilized health services at AWC as 
the medical staff did not visit the AWC for the same. Even 
the first aid facility was not available at the AWC. The 
mother of the beneficiary did not receive NHE from AWW as 
she never visitied the home of the beneficiary. 
The child ^H' was provided supplementary nutrition at 
the AWC, and the quality of food provided was always of good 
standard although irregular during winters. The child was 
attending pre-school education classes at AWC and the 
quality of the same could be said to be satisfactory as the 
child under investigation was able to count numbers upto 50 
and read some alphabets and names of the birds, animals from 
the charts available at the AWC. The AWW used to teach the 
beneficiary on block board, charts, blocks and through oral 
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recitation. 
The child has been utilizing the services at AWC for 
the last four and half years without any break. At the time 
of observation/investigation the weight of the child was 
15.2 kgs and his height is 108 cm which shows that physical 
health of the child is good as per Indian standards on the 
growth chart. 
Undoubtedly the present investigator feels that the 
ICDS scheme had significantly brought about favourable 
changes in the overall development of the beneficiary which 
can be inferred from the above info2rmation. The child is 
clean and healthy and has also developed culturally which 
brings out the positive impact of the ICDS scheme on the 
child. It could also be infered that the overall functioning 
of the AWC was satisfactory. 
CASE NO. 9 
The child 'I' is four years old. He belongs to 
uneducated rural parents with a monthly income of Rs. 500-
700. He is second among three siblings. He was born on 17th 
July, 1991. He was born at home with normal delivery. His 
health and weight at the time of birth was below normal as 
reported by the parents of the child. He was breast-fed for 
a period of one year during which his mother was not fully 
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aware of personel hyigene as was observed during 
investigation. The mother of the child had been the 
beneficiary of the scheme during her pregnancy and nursing 
period. 
The child 'I' was registered at the AWC in January, 
1992. His physical health at the time of registration with 
ICDS was reported weak both by parents and AWW. The child 
was immunized against six killers of childhood i.e., 
Diptheria, Whooping Cough, Tetanus (DPT), Polio (OPV), 
Tuberculosis (BCG), and measles (anti-measales), under 
Universal Immunization Programme at the anganwadi centre. 
The mother of the child had not been immunized for Tetanus 
during during her pregnancy. 
The child 'I' suffered from such common diseases as 
worms, fever, Diahearia, skin diseases, and respiratory 
problems and got treatment at hospital. During his ailments 
the child was not given any medical treatment at the AWC. 
Even first-aid facility was not provided when needed, in 
view of its non-availability at the AWC. The mother did 
not receive any NHE as the AWW did not impart it at the 
centre or at home. 
The child 'I' was provided supplementary nutrition at 
the AWC, although the supply of victuals was not regular. 
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The quality of food provided was not good as reported by-
parents. The child got non-formal pre-school education at 
the AWC. The standard of pre-school education imparted 
there of could be deemed to be non-satisfactory in view of 
the fact that the child was not able to count numbers upto 
16 or read alphabets etc., as observed by the present 
investigator. The child was unable to distinguish between 
different colours. 
The child 'I' had been in the AWC for the last 3 years 
without any break. At the time of investigation the weight 
of the child was 11.2 kgs and height was 98 cms., which 
showed that child was weak and had Grade II malnourishment 
when checked on growth chart. 
The AWC is suffering from several deficiencies, such as 
absence of provision for NHE, medical check ups, referral 
services etc. Even the medical, nutritional and educational 
interventions offered have not brought about any change in 
the overall development of the child under investigation. 
The health of the child is below normal with Grade - II 
malnourishment. This underlines the fact that the ICDS 
scheme has not had any significant impact on the development 
of the child and also shows mal-functioning of the AWc and 
lack of skill of AWW. 
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CASE NO. 10 
The child J^' is five years old. He belongs to rural 
parents and the monthly income of her parents is Rs. 1000. 
She is the first child of her parents. She was born on 
MarchlS, 1990 at home with complicated delivery. Her 
physical health at the time of birth was below normal and 
was subsequently brestfed for a period of two years during 
which period her mother took care of her general hygiene. 
The mother of the child had also been the beneficiary at the 
AWC during the pregnancy and nursing period. 
The child 'J' was registered at the AWC in Jan, 1991. 
Her physical health at the time of registration with ICDS 
was weak as per the information provided by parents. The 
child was iramununzed against diseases like Dephtheia, 
Whooping Cough, Tetanus (DPT), Polio (OPV), Tuberulosis 
(BGG) and Measles (anti-measles) under univeral Immunization 
Programme at the AWC. The mother of the beneficiary had been 
immunized against Tetanus durting her pregnancy. 
The child 'J' suffered from such common diseases as 
typhoid, worms and fever etc., and was treated for the same 
by a private practitioner and at a government hospital. 
During her ailments, the child was not provided medical 
services like medical check-ups, referral services etc. at 
the AWC. The mother knew about N.H.E. programme as it was 
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imparted to the mother of the beneficiary by the AWW. 
The child 'J' was provided supplementary nutrition at 
AWC and the food provided was of standard quality as 
reported by parents. The child was given non-formal pre-
school education at AWC by AWW. The education given was 
satisfactory in view of the fact that the child was familiar 
with numbers and alphabets and a few colours and birds and 
animals etc., as observed by the present investigator. The 
child had no recereation at AWC. 
The child 'J' had been in the AWC for more than five 
years without any break. At the time of investigation the 
weight of child was 15.450 kgs and her height was 111 cms 
which showed normal physical health of the beneficiary on 
the growth chart used in India. 
Although certain medical services like medical check-
ups, referral services etc., were not available to the 
beneficiary, the present investigator feels that the scheme 
had activated significant changes in the overall development 
of the child, especialy in physical health which can be 
infered from the above information. The child has gained 
weight during these years which brings out the positive 
impact of the ICDS scheme on the beneficiary and it could 
also be said that AWC is functioning satisfactorily. 
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PROFILE OF BENEFICIARIES REGISTERED IN AWc LOCATED INTERIOR 
TO THE PROJECT OFFICE 
CASE NO. 1 1 
The child *K' is four and a half years old and belongs 
to a rural family with monthly income of Rs. 800. The child 
was born in 25th of January, 1991. He was born at home and 
the delivery was normal. His health at the time of birth was 
reported to be normal by parents. He was breast- fed for a 
period of one and a half years during which period his 
mother took care of her general hygiene. The mother of the 
child had also been the beneficiary of the scheme during her 
pregnancy and nursing period. 
The child 'K' was registered with ICDS in July, 1991. 
i.e., after six months of his birth. His physical health at 
the time of registration was reported to be normal. The 
child was immunized against six killers of childhood at AWC 
under Universal Immunization Programme i.e., Diphtheria, 
Whooping cough. Tetanus (DPT), Polio (OPV), Tuberculosis 
(BCG) and Mealses. The mother of the beneficiary had been 
immunized against Tetanus during her pregnancy. 
The child *K' suffeed from such diseases as, worms, 
fever skin diseases etc, during these years and was treated 
for the same at hospital. During his ailments, no medical 
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service was provided to him at AWC. The mother of the child 
did not get nutrition and health education by AWW or any 
other medical functionary like L.H.V.'s. 
The child 'K' was provided supplementary nutrition at 
AWC and the food provided was reprted to be satisfactory in 
quantity and quality, although there was distruption of the 
same for some period. The child was given pre-school 
education at AWC and the standard or quality of pre-school 
education imparted could be deemed to be satisfactory in 
view of the fact that the child was able to count numbers 
upto 3 0 and could read and recognize some alphabets and 
birds and animals. The child did learn mainly through 
charts, blocks and oral recitation. The child was not 
getting any recreation at the AWC. 
The child had been in the AWC for four years without 
any break. The physical health of the child at the time of 
investigation was normal as the child's weight was 14.8 kgs 
and his height was 106 cms which is normal as per Indian 
standars. 
Despite the fact that certain medical services were not 
provided to the beneficiary at AWC, the present investigator 
feels that the ICDS scheme had surely helped in the overall 
development of the child which can be infered from the above 
information. There also seems to be considerable 
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psychological stability and cultural development experienced 
by the child under investigation, which brings out the 
positive impact of the ICDS scheme on the tartgetted 
beneficiary. 
CASE NO. 12 
The child 'L' is nearly four years old and belongs to 
marginal farmer parents with monthly income of Rs. 700. She 
was born on 9th of August, 1991. She is third among four 
siblings. She was born at home and the delivery was normal. 
Her health at the time of birth was normal, nad was 
subsequently beast-fed, for a period of one and a half years 
as reported by parents. The mother of the child had been 
beneficiary under ICDS scheme during her pregnancy and 
nursing period. 
The child 'L' was registered at the AWC in Jan. 1992 
and her physical health at the time of registration with 
ICDS was reported to be normal by parents. The child was 
immunized against six killers of childhood. i.e.. 
Diphtheria, Whooping cough. Tetanus (DPT), Polio (OPV), 
Tuberculosis (BCG) and Measles (anti-measles) at AWC under 
Universal Immunization Programme (UIP). The mother of the 
beneficiary had also been immunized against Tetanus during 
her pregnancy. 
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The child 'L' suffered from such common diseases as, 
skin diseases, respiratory problems, worms and fever and was 
treated for the same at hospital, During her ailments no 
medical service was provided to her at AWC by medical 
functionaries at AWC and even the first aid was not provided 
as it was not available at AWC. The mother of the child did 
not know much about the NHE programme as same was not 
imparted by the AWW or any other person. 
The child 'L' was getting supplementary nutrition at 
AWC, although the supply of the same was disrupted 
sometimes. The quantity and quality of the food provided was 
reported to be inadequate and sub-standard by parents. The 
child was getting the preschool education at the AWC. The 
standard of pre-school education imparted over there could 
be deemed to be not upto the mark, in view of the fact that 
the child was not familiar with numbers, alphabets and was 
poor in recognizing various colours, birds, animals etc. The 
child also did not get any recreation at the AWC. 
The child has been in AWC for the last three years 
without any break. The weight of the child *L' at the time 
of investigation was 14.4 kgs and her height 103 cms, which 
is normal as per Indian Standards. 
There seem to be several deficiencies in the delivery 
of various ervices such as NHE, medical services, non-formal 
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pre-school education e t c . , a t AWC. Even the nu t r i t i ona l and 
e d u c a t i o n a l i n t e r v e n t i o n s o f f e r ed whatsoever , have not 
brought about any s i g n i f i c a n t change in the o v e r a l l 
development of the child under i nves t i ga t i on . Although the 
hea l th of the child i s normal, she lacks in cu l tu ra l 
development. This underlines the fact tha t the ICDS scheme 
has not had any s ingif icant impact on the development of the 
ch i ld . This shows the AWC i s not functioning properly due to 
l ack of p rope r s k i l l s of AW f u n c t i o n a r i e s and lack of 
support from heal th funct ionar ies . 
CASE NOP. 13 
The child 'M' is five years old. He belongs to marginal 
farmer's family and the monthly income of his family is Rs. 
1000-1200. He is fourth among his six siblings. He was born 
on 11 JUly, 1991 at home. The delivery was normal and 
physical health of the child at the time of birth was normal 
as informed by parents. The child was breast-fed for a 
period of one year and his mother was not fully aware of the 
general hygiene. The mother was a beneficiary of the ICDS 
scheme during her pregnancy and nursing period. 
The child 'M' was registered at AWC in Jan, 1991. His 
physical health at the time of registration with ICD'S was 
reported to be normal. The child was immunized against 
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Diphtheria, Whooping Cough, Tetanus (DPT), Polio (OPV), 
Tuberculosis (BCG) and Measles at AWC under UIP. The mothr 
of the child had also been immunized against Tetanus during 
her pregnancy. 
The child 'M' suffered from such diseases as 
respiratory Problem, fever, worms, etc, during these years 
and treated for the same at hospital. During his ailments 
the child M was not provided health services other than 
immunization at AWC. Even the first-aid facility was not 
given to the child at any time during these years at AWC. 
The mother of the child did not received NHE at AWC as AWW 
did not impart it to her. 
The child 'M' was receiving supplementry nutrition at 
AWC and the supply was at times, disrupted. The quality of 
food provided was reported to be good as per information of 
parents. The child was also getting pre-school education at 
AWC and it could be deemed to be satisfactory in view of the 
fact that the child was able to count numbers upto 40 and 
read alphabets and could also name some birds and animals on 
the charts at AWC as observed by the present investigator. 
The child had learned mainly through oral recitation, 
blackboard, charts, blocks etc. 
The child was receiving the different services of the 
scheme for the last four years without any break. The weight 
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of the child 'M' at the time of investigation was 15.3 kgs 
and his height was 109 cms which showed normal physical 
health on growth chart as per Indian standars. 
Despite the fact that certain services like medical 
check-ups, referral services and first-aid facilities were 
not available at the centre, the present investigator feels 
that the ICDS programme with its package of services has 
activated significant changes in the physical and social 
development of the child, which can be infered from the 
above information. The health of the child was upto the mark 
and it seemed that the child under investigation had 
experienced considerable overall development, whcih brings 
out the positive impact of the scheme on the targetted 
beneficiary and satisfactory functioning of AWC. 
CASE NO. 14 
The child 'N' was three and a half years old. The 
monthly income of his parents was 1000. He was the last 
sibling of his parents. He was born on 28th of March, 1991. 
He was born at home with normal delivery. The physical 
health of the child at the time of his birth was noirmal and 
he was bottlefed, for a period of one year. The mother of 
the child was not fully aware of the general hygiene, 
although she had been receiving the services from AWC during 
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her expectancy and nursing period. 
The child's 'N' was registered at AWC in August, 1991 
and his physical health at the time of registration was 
normal as reported by his parents. The child had been 
immunized against Diphtheria, Whooping cough. Tetanus (DPT), 
Polio (DPV), Turberculosis (BCG) and Measles (anti-measles) 
at AWC under UIP. The mother of the child had also been 
immunized against Tetanus during her pregnancy. 
The child 'N' suffered from such common diseases as 
worms, cough, fever etc., and was treated for the same at 
hospital. During his ailments the child did not receive any 
health services at AWC as medical staff used to visit AWC 
only for immunization. Even first-aid facility was not 
provided to the beneficiary due to its non-availability at 
the AWC. The mother of the beneficiary had not received NHE 
as it was not imparted by AWW or any person from the health 
staff. 
The child 'N' received supplementary nutrition at AWC 
and the quality of the victuals was not good as reported by 
the parents of the beneficiary. The chid was getting pre-
school education at AWC but the quality of same was not 
satisfactory in view of the fact that the child could not 
count numbers upto 20 and was not even able to recognise or 
read alphabets properly as observed by the present 
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investigator. The AWW was not competent to impart the pre-
school education. No recreation was available as well at 
AWC. 
The child has been with the AWC for last three years 
without any break. At the time of investigation, the weight 
of the child was 12 kgs and his height wre 98 cms which 
showed that child was suffering from Grade-I malnutrition as 
shown on the growth chart. 
Thus it can be said that there were several 
deficiencies in the delivery of the services at AWC such as 
absence of provision for NHE refferal services, first-aid, 
medical check-ups etc. Even the medical, nutritional and 
educational interventions offered whatsover have not brought 
about any change in the physical health of the child as well 
as overall development of the child under investigation. 
This underlines tha fact that the delivery system at AWC 
was poor and had no impact on the development of beneficiary 
and the AWC was mal-functioning. 
CASE NO. 15 
The child '0' is about five years old. He belongs to a 
marginal farmer's family and the monthly income of his 
family was Rs. 600-700/-. He is the third among four 
siblings. He was born on May 3, 1990. He was born at home 
103 
with noinnal devlivery and his physical health at the time of 
birth was below normal as informed by parents. He was 
bottle-fed for a period of one and a half year. The mother 
of the child was not fully aware of the general hygiene. She 
had been the beneficiary of the ICDS scheme during her 
expectancy and nursing period. 
The child '0' was registered at the anganwadi centre in 
November 1990. His physical health at the time of 
registration was reported weak by parents and AWW. The 
child was immunized aainst six diseases of childhood-
Diphtheria, Whooping Cough, Tetanue (DPT), Tuberculosis 
(BCG) , Polio (OPV) and Measles (anti-measles) at AWC under 
UIP. The mother of the child was also immunized against 
Tetanus. The child suffered from such common diseas as 
pneumonia, cough, constipation, fever, etc., and was treated 
at hospital. During his ailments the child was not provided 
medical care at AWC. Even the first-aid was not provided due 
to its non-availability at the centre. The NHE programme for 
the mother of the child was not imparted by the AWW or any 
other medical funtionary at AWC. 
The child '0' was provided with the supplementary 
nutrition at AWC and the supply war reported to be irregular 
and sub-standard by the parent of the child. The beneficiary 
was also enrolled for pre-school education at AWC but the 
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standard of the same imparted over there could be deemed to 
be unsatisfactory in view of the fact that the child was 
unable to count numbers upto 30 and read alphabets and name 
different animals and birds properly as observed by the 
investigator. It was reported by the parents that AWW did 
not take interest in imparting pre-school education to 
children. Even the recreation at AWC was not provided to the 
beneficiary. 
The child had been in the AWC for four years without 
any break and at the time of investigation the weight of the 
beneficiary was 13 kg and his height was 107 cms., which 
showed that child was having Grade-I malnourishment as per 
Indian standars. 
There seem to be several deficiencies in the delivery 
of various services such as NHE and medical services etc. 
Even the medical, nutritional and educational interventions 
offered, had not brought about any significant change in the 
overall development of the beneficiary under investigation. 
This underlines the fact that the ICDS scheme has not had 
any significant impact on the development of child due to 
malfunctioning of AWC and lack of AWW's skill. 
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Highlights of the Case Studies 
The above case-studies of the beneficiaries of ICDS 
project in Sogam Block of Kupwara District throw light on 
the delivery and impact of the services on them. The same 
can be summarised as hereunder : 
From the above studies it was found that all the 
beneficiaries had been immunised against Diphtheria, 
Whooping Cough, Tetanus (DPT), Tuberculosis (BCG), Polio 
(OPV) and measles (anti-measles) . Even then the child C and 
E suffered from Whooping cough and Measles respectively. 
This could be possibly because of outdated vaccines or 
deficient inoculations. However, the immunization has been 
largely successful and has delivered positive results. 
The delivery of health services at AWCs was found to be 
very poor as medical functionaries did not pay any visits to 
AWCs with a view to provide any medical relief to the 
targetted benficiaries. No medical check-ups were conducted 
and the question of providing referral services cuoult not 
therefore arise. Even the first aid facilities were not 
available at most of the centres. 
When the medical personnel were informally asked about 
the non-availability of medical services at these centres, 
it was found out that due to paucity of medical staff 
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especially LHVs the health services could not be made 
available to the beneficiaries at the centres scattered 
across the hilly Block. The ongoing political and 
administrative turmoil in the state was again cited as the 
most roadhlocking factor leading to absence of medical 
facilities at the centres. 
The studies show that nutrition was provided in all 
AWCs. The standard of the nutrition provided was by and 
large upto the mark in AWCs nearer to the project whereas in 
AWCs located centrally to the project office and anterior to 
the project office the quality of the nutrition provided was 
inadequate and sometimes substandard. This v;as mainly due to 
rotten moong being supplied to the centres located farther 
frorv: the project office. 
As regards pre-school education, the studies again 
point out that AWCs located nearer to -he project office 
offered qualitatively superior pre-school education in 
comparison to centres located centrally or anterior to the 
project office. This state of inadequate or unsatisfactory-
performance of AWCs from the project cosli he diretly traced 
to the non-supervision of these centres by appropriate 
authorities. The improper skills of AWKs could also be one 
of the reasons for the poor pre-school performance of the 
children in centres away from the project office. 
107 
The NHE was not imparted in most of the centres covered 
under present study. The AWWs could not give any-
satisfactory answer when they were questioned in this 
connection. Most of the AWWs were poorly trained for 
imparting NHE and lacked in appropiate skills in this 
regard. The health functionaries were non-cooperative and 
did not make themselves available to assist AWWs to carry 
out NHE programme properly. 
The studies indicate that out of 15 AWCs six AWCs were 
malfunctioning and did not have any significant impact on 
the the overall development of the beneficiaries. Most of 
the malfunctioning AWCs were from centrally locaed areas and 
far-flung areas from the project office. However, the 
remaining AWCs did function satisfactorily, especially the 
centres located nearere to project office. This shows that 
farhter the AWCs from the project office, lesser their 
efficiency and efficacy in terms of delivery of services and 
impact on the beneficaries. %t indicates that AWCs adjacent 
to project office are better supervised and administrated in 
view of their being easily accessible or approachable. The 
proper supervision leads to satisfactory results as 
indicated by the studies. Thus it can be said that the 
efficiency and efficacy of an AWC is inversely proportional 
to its distance from the project office. 
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CHAPTER - IV 
CONCLUSIONS AND RECOMMENDATIONS 
The data and information collected for the study was 
rich, both in content and magnitude. It was perhaps not 
possible to carry out an exhaustive naalysis in the time 
frame available. The findings presented in the preceding 
chapters, therefore, cover only those crucial aspects which 
were in accordance with the scope and objectives of the 
study. The state level picture of rural AWs has been arrived 
at by summation of data from rural project. In doing so, 
there is the possibility of losing some typical trends and 
features of the project. Such a loss is an inevitable 
sacrifice for arriving at generalizations a dilemma faced by 
researchers whenever data is collated. 
Perusal of summarized findigs at the end of each 
section of the dissertation gives an idea about the status 
of ICDS at the District level, in particular, and at the 
State level, in general. Based on these findigs an attempt 
has been made to draw some conclusions and also make some 
recommendations having policy implications. 
1) It is clear from the findings that there is a need to 
upgrade the physical infrastructural facilities of AWs. A 
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separate storage space for ration, if made available to all 
AWs, can augment the availability of space for other 
activities and prevent wastage of ration through spoilage. 
Semi-permanent structures need to be progressively replaced 
by permanent and pucca buildings. Community's contribution 
towards this aspect has been negligible and efforts are 
required to mobilise community support. Taps and hand pumps 
should be installed within the premises of AWs whereever 
possible. It is deplorable that no sanitary or toilet 
facilities were available in over 85 per cent of the sample 
AWs. It is understood that the Department of Women and child 
Development had issued guidelines to the state Governments 
regarding this matter in 1986 (No. 16-9/85 CW dated 16th-
April, 19S6 . If some action had been taken in this regard 
during the past nine years, a significant numebr of AWs 
would have at least had some type of tiolet facilites. State 
Government needs to be instructed once again to provide 
these facilities in AWs. Furthermore, as already indicated 
almost all AWs including the ones studied in this 
dissertation, are located in the residential houses of the 
respective Helpers. Therefore it has not been possible to 
provide requisite toilet and sanitary facilities to the 
beneficiaries. The residential houses are constructed in 
keeping with the requirements of a small family. Naturally 
they can not be expected to carter to the toilet and 
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sanitation needs of th a large group of pre-schooers. Mostly 
AWs are housed in make-shift arrangements. Therefore, the 
only solutin to this problem is to construct separate AW 
buildings on community land with the help of local 
participation and thereby plan the requisite toilet and 
sanitation facilities for the beneficiaries. The District 
Administration needs to be categorically instructed to take 
up necessary measures in this connection and involve 
District and Block level administrative, reveue, medical and 
educational functionaries with a view to speedily construct 
AW buildings on a priority basis. 
About 42 per cent AWCs also face the problem of 
adequate indoor and out-door space for carrying out various 
activities properly. This problem can also be satisfactorily 
tackled if separate AWCs are costrcuted on comunity land. 
2. The proper implementation of ICDS scheme postulates 
that the key functionaries of ICDS projects must be 
constantly and continuously supervised and monitored with a 
view to tone up the day to day functioning of AWCs. It is a 
pity that in our sample ICDS Block, i.e., (Sogam, Kupwara, 
Kashmir) the post of CDPO has not been filled up for the 
last eight years. Even the post of one supervisor out of two 
continues to be vacant. This leads to anamalous situations 
which are perfectly avoidable if necessary steps are taken 
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well in time. 
3. The job training status of functionaries was found to 
be satisfactory. However, a substantial backlog for 
refresher training of functionaries at all levels, is a 
matter of concern. It is imperative for functionaries to 
reveive refresher training periodically for upgrading their 
skills. It is also felt that we need to experiment with some 
innovative methods for imparting refresher training. 
4. Analysis of qualifications of AWWs indicated that more 
and more educated women are joining this cadre. More than 55 
per cent A'orkers in the present study were matriulates and 
33 per cent AWWs had post-matriculation qualifications as 
well. This changing trend suggests that elgibility criteria 
for recuitment of AWWs may be raised up to 10 + 2 level with 
suitable incentives and promotion avenues for integrating 
them into the ICDS infrastructure. Moreover, it needs to be 
stressed that AWWs should be appointed as permanent and 
full-fledged employees of state governments, so as to raise 
their personel stake in making the ICDI programme a success. 
5. The coordination with health functionaries was reported 
to be satisfactory with respect to immunization programme 
only. Participation of ANMs in referral services, health-
check-ups, home visiting and in NHE programme was found to 
be nil. There is an urgent need for greater coordination and 
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collaboration between AWWs and ANMs. Ways and means need to 
be worked out to make them join hands for taking care of the 
health needs of women and children. 
6. The study revealed that in most cases, eligible 
beneficiaries were being registered for various services as 
per the prescribed criteria. However, all targetted 
beneficiaries could not be registered in various AWCs in 
view of ever-increasing population of the villages. In view 
of the same, the ICDS programme needs to be expanded and 
large villages need to have more than one AWC. 
7. The positive impact of supplementary nutrition and 
growth monitoring on nutritional status of children could be 
seen clearly in AWs functioning satisfactorily, whereas the 
nutritional status of children in malfunctioning AWs was 
poor. It was observed that the AWs far away from the project 
office had more number of children who were malnourished. 
The problem was especially grave in AWs located interior to 
the project office. This shows that AWs adjacent to the 
project office are better supervised and administered in 
view of their being easily accessible or approachable. The 
proper suprsvision leads to satisfactory results as 
indicated by the findings. Thus it cart be said that the 
efficiency and efficacy of an AWC is inversely proportional 
to its distance from the project office. So, it is necessary 
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that the AWS far away from the project office should be 
supervised and monitered properly and regularly so that 
their functioning can come at par with the AWs nearer to th 
project office. There is an urgent need to take necessary 
steps regarding this aspect so that ICDS scheme in those AWs 
can have positive impact on its beneficiaries. 
8, It was also felt that delivery of NHE is far below the 
desired level. It is suggested that supervisors should be 
given the responsibility of holding formal NHE sessions 
regularly in AWs under their charge. Rigorous monitoring by 
CDPOs and active participation of health functionaries can 
further imporve the implementation of this component. For 
group formation and collecting women at one place for NHE 
session, locally popular social and recereational events may 
be organized. Utilization of folk media such as nauttanki, 
kathaputli, Ladishah, Band-e-Pather, etc., need to be 
included in the training curricula of functionaries to 
strengthen their skills in imparting NHE effectively. 
9 The study confirmed that ICDS perhaps, is the only 
major plank which can make pre-school education avilable to 
disadvantaged children. Furtehrmore, ICDS children were 
found to performing fairly well on tasks associated with 
learning of numbers and manipulation skills which are 
required for formal learning in AWs nearer to the project in 
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comparison to AWs located central or anterior to the project 
office. This state of inadequate or unsatisfactory 
performance of AWs away from the project office could be 
directly traced to the non-supervision of these centres by 
appropriate authorities. The improper skills of AWWs could 
also be one of the reasons for the poor pre-school 
performacne of the children in centres away from the project 
office. Non-availability of material for play and learning 
is also one of the major constraints. Efforts must be made 
to provide a minimum set of materials appropriate for play 
and learning activities at every AWC, and the damaged 
materials be replaced immediately with a view to make this 
component of the scheme more effective. Functionaries and 
parents reported that irregular supply of food, equipments, 
material and medicine kits is a major problem in 
implementation of ICDS. The efficiency of the concerned 
administrative machinery needs to be improved. State 
governments should take appropriate measures to streamline 
supplies for smoother implementation of the programme. 
10. The study indicated that immunization programme had 
better coverage in the area but there is a need to make it 
100 per cent to check the major childhood diseases. It was 
also observed from the study that even after immunization a 
few children suffered from Whooping Cough and Measeles. This 
could be possible because of outdated vaccines or deficient 
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inoculations. These vaccines are to be preserved carefully 
in medically safe machines or fridges or thermasphologic, as 
these vaccines become ineffective due to non-availability of 
preservation arrangements. This can be checked by taking 
proper care at hospitals for their preservation. However the 
immunization has been largely successful and has delivered 
positive results. 
11. It was also observed that community participation in 
the present study was negligible in line with the earlier 
studies. AWWs apparently do not have the requisite skills 
for promoting participation. Thus CDPOs and supervisors 
should take appropriate initiatives in this regard. 
12. It was observed that coverage and outreach of services 
need to be improved in all areas, keeping in view the 
topographical and demographic factors. It was observed that 
in far away areas, the services provided were minimal and 
the situation was worse in comparision to areas nearer to 
the project office. Steps need to be taken urgently to 
improve the situation in these areas. 
The study has provided substantial empirical 
imformation with respect to implementation of ICDS, its 
beneficiaries and the delivery adnd impact of various 
services on the target population. The attempt to study 
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differences among areas nearer to the project, centrally 
located to the project and interior to the project has 
portrayed unique features of all three types of AWs. An 
attempt has also been made to suggest recommendations to 
stengthen the implementation of the programme. It is hoped 
that this endeavour will add to our understanding of ICDS 
and would lead to important policy decisions. ICDS has the 
potential of bringing about a silent revolution and 
becoming an instrument of community-based human development 
programme of our country. We must take concerted steps at 
all levels to strengthen ICDS programme so that every 
child's right to develop to his or her full potential can 
be meaningfully realised. 
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ABBREVIATIONS 
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AIIMS All India Institute of Medical Sciences 
ANM Auxiliary Nurse Midwife 
ANP Applied Nutrition Programme 
AW/AWC Anganwadi / Anganwadi Centre 
AWW Anganwadi Worker 
BDO Block Development Officer 
CDPO Child Development Project Officer 
CSWB Central Social Welfare Board 
CTC Central Technical Committee 
DPT Diphtheria, Pertussis and Tetanus 
EPI Expanded Programme of Immunization 
GM Growth Monitoring 
HHs Households 
ICDS Integrated Child Development Services 
IMR Infant Mortality Rate 
LHV Lady Health Visitor 
NHE Nutrition and Health Education 
NIPCCD National Institute of Public Cooperation and Child 
development 
PEO Programme Evaluation Organization 
PHC Primary Health Centre 
SNP Supplementary Nutrition Programme 
UNICEF United Nations Children Fund 
WHO World Health Organization 
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ANNEXPRE - I 
LIST OF INDICATORS ANALYSED 
1. Location of Anganwadis 
2. Physical Infrastructure of the Anganwadis 
3. Type of building 
4. Indoor outdoor space 
5. Storage facility 
6. Amenities at Anganwadis 
Drinking water 
Toilet and sanitary facilities 
7. Number of Functionaries in position 
8. Level of Educational Qualification of Functionaries 
9. Availability of Helpers and their Training Status 
10. Training Status of Fucntionaries 
11. Monthly Home visits by AWW, purpose & Problems faced 
12. Time spent in AWC./Duration of stay 
13. Frequency of visits by CDPO to Anganwadis 
14. Visits ro Anganwadis by supervisors 
15. Distribution of Targetted population 
16. Income profile of Beneficiaries 
18. Utilization of Services at AWC. by children(0-6 years) 
19. Coverage of children by Health check-up 
20. Children availing supplementary nutrition 
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21. Duration of Disruption of food 
22. Coverage of children under inmunization (0-6 years) 
23. Children availing refferal services 
24. Percentage of children availing pre-school education 
25. Help provided by local people 
26 Average Wt. of children 
27 No. of malnourished children (0-6 years) 
28 Funds allocated to the Project &. to each AWC 
125 
ANNEXURE - II 
INTERVIEW SCHEDtJLE FOR AWW 
Topic : Children of the Vallev and Welfare Schemes ; A 
case study of District Kupwara (J & K) 
Department of Sociology 
Aligarh muslim Unviersity, 
Allgarh 
CONFIDENTIAL 
S.NO. 
1. Name 
2. Religion 
3. Age 
4. Sex M/F 
5. Educational Qualification:- 1. Primary 2. Matric 3. HS 
4. Graduate 5, Post Graduate 
6. Marital Status : Married / Unmarried 
7. Residence :- Rural/Urban, Local/Non-Local 
8. Training Status 
9. Income 
B 
10. Are you provided with Guide Book to carry out AWC 
activities ? Y/N 
11. How much time do you spend at the AWC ? Y/N 
12. Do you make home-visita ? Y/N 
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13. No. of vistis per month 
1. Below 20 2. 20 to 50 3. 50-100 
14. Purpose - 1. Case of malnourished children 2. Case of 
children during sickness. 3. Promote utilization of 
services. 4. Social visits 5. Any other. 
15. Do L.H.V. / ANM Provide you help ? Y/N 
16. Do you have a helper to assist you in AW activities?Y/N 
17. Are refferal services provided to beneficiaries at your 
centre by Medical Staff ? Y/N 
18. Does Medical Staff come to immunize children at your 
centre ? Y/N 
19. Do you provide supplementary nutrition to chilfen ? Y/N 
20. Do you provide pre-school education to 3-6 years. 
children ? Y/N 
21. Does community help you in AW matters ? Y/N 
22. What are the problems faced by you in running AW 
centre ? 
1. Lack of time 2. Non-cooperation of other 
functionaries 3, Non-availability of proper equipments 
/Utensils 5. Any other. 
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ANNEXURE - III 
INTERVIEW SCHEDULE FOR SUPERVISOR AND CDPO. 
Topic : Children of the Vallev and Welfare Schemes ; A 
case study of District Kupwara (J & K) 
Department of Sociology 
Aligarh muslim Unviersity, 
Aligarh 
CONFIDENTIAL 
S.No. 
1. Name 
2. Religion 
3. Age 
4. Sex M/F 
5. Educacionai Qualification:-
1. Graduate 2. Post Graduate 3 
6. Marital Status .- Married / Unmarried 
7. Residence :- Rural/Urban 
8. Occupation: Training Status 
9. Income : 
(a) SUPERVISOR 
10. How many AWCs are in your cirlcle ? 
1. Less than 20 2. 20-30 3. Above 30y/N 
11. How many times do you visit an AW in a month ? 
1. Once 2. twice 
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12. Do you feel difficulities in visiting AWs not 
accessible ? ^/N 
13. Reasons - 1. Too many AWCs 2. AWs not accessible 
3. AWs scattered 4. Transport problem. 
14. Do your help AWN in planning AW activities Y/N 
15. Do you provide help in servey. Y/N 
16. Do you provide for coordination with medical staff Y/N 
17. Do you provide help in filling up of growth charts? Y/N 
18. What are the problems faced by you in doing you were 
job: 1. 2. 3. 
(B) CDPO 
19. Do you visit AWs ? Yes/No 
20. How man\- times do you vist in a month ? Yes/No 
21. Do you participate in AW activites ? Yes/No 
22. Do you approach community leaders ? Yes/No 
23. Do you check the dairy of AWWs physical varification of 
stock ? Yes/No 
24. If not •.•;hat are the reasons. 
1. Political interference 
2. Lack of community involvement 
3. AWs not accessible. 
4. Lack of Transport 
5. Too much Administrative work. 
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ANNEXURE IV (CASE HISTORY) 
Information about children : 
1. Name of the AW centre -. 
2. Name • • 
3. Father's a) Name 
b) Age 
c) Qualification 
d) Occupation 
4. Mother a) Name 
b) Age 
c) Qualification 
d) Occupation 
5. Family income : 
6. Domicile, R/U/T 
7. Age of the child 
8. No. of brothers and sisters 
9. No. of Brothers & Sisters in Anganwadi 
10. Child-Birth and Health 
Date of birth 
State of delivery : Normal/Complicated 
Place of Delivery 
(i) Home (ii) Hopsital (iii) Any other 
Health of the child at the time of delivery, 
Below normal/norma/abnormal. 
Breast-fed or bottole-fed 
How many times did you feed your child 
Did the child suffer from any of the 
chronic/severe disease: 
Name 1. 2. 3. 
Where was the treatment undertaken 
Did the mother take care of general hygiene 
particularly during the period of child 
feeding ? 
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11. Date of Registration with ICDS 
12. Physical Health at the time of Registration 
13. Services provided under ICDS scheme : 
I) Supplementary nutrtion 
a) Whether provided .- Yes/No 
b) Supply-Regular/irregular 
c) Quantity supplied - Inadequate/adecjuate 
dj Quality of nutrition : Standard/Sub-standard 
II) Medical Checkup Facilities 
a) Whether provided: Yes/No, if not - why 
(Please explain) 
b' Were you referred to some medical/health 
centre : Y/N 
c Interval 
d Immunization facilities provided: Yes/No 
e Vaccination provided/Given 
Name of the vaccine/Disease Age 
BCG 
DPT 
Polio/OPV 
Measles 
Any other 
f First-aid facilities: Available/Not available 
14. Whether Nutrition and Health Education is 
given/imparted : Yes/No 
15. If provided, was/is the instructor a professional: 
Yes/No 
16. His Designation 
17. Non-formal Pre-School Education 
a) Whether provided Yes/No 
b) Quality : Satisfactory/Un-satifactory 
c) Mechansim adopted : a) b) c) 
d Effectiveness Positive/Negative 
e Any other Relevent information. 
18. Recreation 
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19. Physical Health, after joining ICDSS. 
I a) Number of years/you have been under ICDSS. 
b) Was there any break Yes/No 
c) If so, specify the period of break : 
II Health parameters : a) Weight, b) Height 
20. Do you see any singnificant change in the health and 
Physchological and cultural development of the child : 
Yes/No 
If so 1 Please commment) 
21. Do you think that your Anganwadi is functioning 
properl\- Please comment. 
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ANNEXURE - V 
Reference standards of weight and height of children 
upto the age of 6 yrs as recommended by I.A.P 
Age Height 
(Cm.) 
Wight 
(Kg.) 
At Birth 51 3.0 
6-month 66 6.0 
12-month 76 8.0 
2-years 84 10.0 
3-years 94 11.5 
4-years 102 13.5 
5-years 109 14.5 
6-years 117 16.0 
